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ABSTRACT 
Male reproductive health problems (particularly sexual dysfunction and lower urinary 
tract symptoms) are global public health issues. To date, however, there has been 
relatively little research in the Pacific region into men’s reproductive health, and 
knowledge derived from research in other countries may not be generalisable.  Male 
sexual dysfunction and some prominent determinants such as comorbid chronic 
diseases or violence against boys have not been examined in much depth in most 
Pacific island countries, including the Solomon Islands. This is a significant gap, both 
for local evidence-based public health practice and international epidemiological 
analysis. 
Solomon Islands is one of the poorest countries in the Pacific region. Currently, the 
country is facing what is referred to as ‘triple disease burden’ that includes 
communicable and non-communicable diseases (NCDs) and the impact of unstable 
political governance which limits health care resources. Recent data indicated high 
prevalence of social and health problems such as domestic violence, child sexual 
exploitation, sexually transmitted infections (STIs), NCDs, smoking, alcohol problems 
and illicit drug use.     
This thesis describes findings from a mixed-methods study that incorporated 
qualitative inquiry involving three focus groups and eighteen in-depth face to face 
interviews and a quantitative quasi-randomised survey of 400 men aged 18-70 years 
recruited from households in Honiara. The men participated in individual, face to face 
interviews in which they were asked to recall sexual difficulties, lower urinary tract 
symptoms (LUTS) and their experiences in relation to health care services in the 
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preceding four weeks. The interviews also focused on the men’s experience of 
violence and adversity when they were growing up. The estimated prevalence of 
male sexual difficulties, LUTS, childhood adversity and potential risk factors such as 
general health problems, health risk behviour, and mental distress were assessed 
using standardised questionnaires that were translated and adapted to pidgin 
language. 
 The qualitative interviews revealed respondents’ lack of knowledge and awareness 
about reproductive health. The narratives indicated that socio-cultural and religious 
beliefs shaped men’s behaviour and practices related to reproductive health in the 
Solomon Islands. Men were unwilling to seek professional help from health workers 
because of the lack of gender-specific facilities, out of shame and fear of a breach of 
confidentiality. The in-depth interviews were used to develop a culturally appropriate 
quantitative survey instrument. 
The findings from the survey of 400 men indicated the prevalence of moderate to 
severe LUTS was 13.8%, LUTS was found to have bivariate associations with many 
lifestyle factors, for example, stressful life events, psychological disorders and mental 
health. However, in the multivariate logistic regression analysis, only poor health 
status, depression, psychological distress, adverse childhood experiences (ACEs) and 
chewing betel quid were found to be associated with moderate to severe LUTS. An 
unexpected association was that chewing betel quid was a protective factor for LUTS. 
The study also found that exposure to violence and other forms of childhood 
adversity is common for males in the Solomon Islands. This includes physical, 
psychological and sexual abuse, as well as witnessing domestic violence. Younger and 
older men reported similar exposure to physical and emotional abuse, but younger 
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men were more likely to report unwanted or forced sexual behaviour.  Younger men 
were also more likely to grow up in families where parents divorced or were affected 
by alcohol or drugs. The accumulated exposure to childhood adversities was strongly 
associated with depression, psychological distress, low well-being, and risky 
behaviours such as illicit drug use, betel nut chewing and alcohol consumption. The 
evidence also indicated that the effects of adversity including child abuse are long-
lasting because the links between ACEs and health were generally similar for younger 
and older men.  
The survey found that the most commonly self-reported sexual difficulties were 
premature ejaculation (39.5%), low sexual desire (29.0%), orgasm difficulty (27.3%) 
and erectile difficulty (4.3%). More than half (56%) of men experienced at least one 
sexual difficulty. The univariate analyses showed that sexual difficulties were 
associated with many lifestyle factors, risk health practices, stressful life events, 
psychological disorders and poor mental health. The multivariate analyses revealed 
that comorbid NCDs, psychological distress and sexual dissatisfaction were 
independently correlated with the severity of sexual dysfunction. 
Finally, the study indicated that relatively few men (7.3%) had ever sought 
professional health care for reproductive health problems. Most men said they had 
not taken any action, and among those who had, the most common action was 
talking to a close friend about the sexual problem. A high proportion of men preferred 
to use traditional or kastom medicine for their sexual problems.   
This research is the first study to examine reproductive health issues affecting men 
in the Solomon Islands. It provided insights into the unique cultural and health 
characteristics and challenges faced by men of the Pacific island countries and 
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territories. Overall, the findings support calls for more country-specific data to guide 
local evidence-based public health intervention and health care services for men in 
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Chapter 1: Introduction 
Despite the increasing global coverage of populations in reproductive health 
literature over recent decades (Al Naimi, Majzoub, Talib, Canguven, & Al Ansari, 2014; 
Beutel, Weidner, & Brahler, 2006; Campbell & Stein, 2014; Gomes & Nobre, 2014; 
Lewis, 2011; McCabe et al., 2016b), there is a paucity of research on the nature and 
determinants of men’s reproductive health problems and service utilization in the 
Pacific region, including Solomon Islands. In international overviews and analyses of 
population health, Pacific Island countries are often included in the “Asia-Pacific” 
grouping and most of the time, the needs of people in Pacific Islands countries are 
overshadowed by the situations highlighted in the more populous Asian countries 
(The Joint United Nations Programme on HIV and AIDS (UNAIDS) Pacific region, 2009). 
For example, one of the largest epidemiological studies on the prevalence of RH 
problems was the Global Study of Sexual Attitudes and Behaviour (GSSAB) (Laumann 
et al., 2005). The study of men and women aged 40-80 years was conducted in 29 
countries. Published analyses clustered countries into seven regions of the world, and 
only Asian countries were represented the Asia-Pacific region. Applying a Western, 
African and Asian knowledge framework to non-westernised, non-Asian and non-
African settings may not be ideal because of the different cultural and health 
characteristics of the Pacific Island countries and territories (PICTs).   
Geographic isolation, relatively small populations and inadequate resources 
contribute to the lack of evidence associated with basic services for reproductive 
health (RH) in the region. As a result, little is known about male reproductive health 
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disorders in PICTs. Thus, there is a need to investigate male reproductive health 
problems from a Pacific Islands context, and specifically in the Melanesian context. 
The Melanesian countries of the Pacific consist of Papua New Guinea, Solomon 
Islands, New Caledonia, Vanuatu and Fiji. Although, these Melanesian countries are 
part of the Pacific region, the beliefs and practices are different from the Polynesian 
and Micronesian islands of the Pacific (Narokobi, 1983). The culture and social 
circumstances of Melanesian males are different from the Polynesian and 
Micronesian countries. Given the absence of local research, the burden of sexual 
dysfunction and associated factors in the Solomon Islands remain unknown. As such 
there is a need to investigate the reproductive experiences of Solomon Islander men 
in Melanesian context to distinguish the uniques, needs and challenges. 
Male sexual dysfunction is highly prevalent, and it has been estimated that 20-30% 
of men globally have suffered from at least one type of sexual dysfunction (Lewis et 
al., 2010). Sexual dysfunction can seriously affect the quality of life for men and their 
partners (Hatzimouratidis, 2007; Lau, Kim, & Tsui, 2007). Risk factors associated with 
sexual dysfunction among men included chronic health condtions, such as diabetes, 
cardiovascular disease, genitourinary disease or psychological disorders and socio-
demographic factors such as age, ethnicity, religion, education and marital status (Ho, 
Singam, Hong, & Zainuddin, 2011; Laumann, Kang, Glasser, Rosen, & Carson, 2008; 
Lewis et al., 2004; Metz & Miner, 1998; Russell, Khandheria, & Nehra, 2004).    
The associations between childhood experiences and psychological factors related to 
men’s sexual dysfunction are unclear but there is evidence to suggest significant 
associations (McCabe & Connaughton, 2014; Najman, Dunne, Boyle, Cook, & Purdie, 
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2003; Najman, Dunne, Purdie, Boyle, & Coxeter, 2005). Many issues related to RH 
problems are considered taboo among Solomon Islands men. To date, much of the 
relevant research in the Solomon Islands is focused on  population groups at high risk 
of sexually transmitted infections (STIs) and human immunodeficiency virus (HIV) 
such as youths, women and people living with HIV (PLHIV), as in other Pacific 
countries (Buchanan-Aruwafu, 2002; Buchanan, Konare, & Namokari, 1999; Burslem, 
Laohapensang, Sauvarin, & Young, 1997; Ministry of Health and Medical Services, 
2005; Oxfam-Solomon Islands Office. & SIG, 2004; Solomon Islands National AIDS 
Committee, 2010). Most of these studies have focused on the behaviors and practices 
that increase the risk of young people and women acquiring HIV and other STIs. None 
of the studies conducted in the Solomon Islands have assessed the RH problems and 
service need of men.   
Franz, Worrell, & Vogele, (2013) suggest integration of findings from mixed-methods 
research may provide more comprehensive understanding of the diversity and 
multidimensionality of people’s lives across countries and cultures and therefore, 
directions to improve male reproductive health services. Nevertheless, research into 
male sexual dysfunction has not sufficiently utilised mixed-methods approaches to 
understand and design interventions to support men with sexual and reproductive 
health problems internationally and regionally, (Adams, Collins, Dunne, de Kretser, & 
Holden, 2013).  
This thesis presents the first mixed-methods study of reproductive health problems 
conducted among men in the Solomon Islands. The study was designed to estimate 
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the prevalence of reproductive health problems among men and the associate 
demographic, psychosocial and cultural factors.  
 
1.1 THE SETTING: SOLOMON ISLANDS 
Solomon Islands is a developing country that gained independence from Britain on 
the 7th July 1978. Queen Elizabeth II is the head of state represented by the Governor 
General. The National Parliament comprises 50 members elected for four-year terms. 
The Parliamentarians elect the Prime Minister through a simple majority vote. Since 
the end of the ethnic conflict in 2003, the political environment has gained some 
stability. The Solomon Islands is a low-resource developing country.  With the 
restoration of law and order since 2003, the economy is slowly moving forward from 
a previous period of near-bankruptcy.  
The country is a double-chain archipelago of 992 forested, rugged mountainous 
Islands and low-lying coral atolls, located in the Southwest Pacific, about 1,800 km 
northeast of Australia. It is widely scattered over 1.3 million sq.kms (Exclusive 
Economic Zone) of the Pacific Ocean. The main islands are Choiseul, Guadalcanal, 
Malaita, Makira, New Georgia and Santa Isabel.   
The Solomon Islands has a tropical climate with rainfall concentrated in the period of 
November to April. Most of the smaller islands are uninhabited while in, the bigger 
inhabited islands; 52% of the villages are coastal; 15 % are inland with sea access, and 
33% are inland with no sea access and very limited road access. More than 90% of 
the islands were forested in the past, but this has come under much pressure from 
the current uncontrolled logging operations in the country. Accessibility is an issue in 
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the Solomon Islands due to poor infrastructures such as high cost associated with 
road maintence, shipping services and air transportation, especially for rural 
dwellers. The scattering of islands makes it difficult to research across the country 
because of high logistic costs and poor accessibility. 
 
Figure 1.1 Map of Solomon Islands1 
 
The country is the second largest in the Pacific in terms of land mass (total land area 
of 28,369 sq. km) with a population estimated at 625,374 people in July 2015.  Around 
77.7% of the population lives in rural areas. The majority of the people are 
Melanesians (95.3%) while 4.3% are Polynesians or Micronesians, and less than one 
                                                 
 
1The red square is the study site (Honiara City). Map source: 
http://www.geoatlas.com/medias/maps/countries/solomon/sot0462n/solomon_phy.jpg; accessed 
10/02/2016. 
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percent are Asian and Caucasian. The population is relatively young with 35.7% aged 
less than 14 years old and 60.6% aged between 15-59 years. As of 2015, the fertility 
rate was 3.3%, with an annual growth rate of 2.0% indicating rapid population 
increase. Low-density population and limited access to transportation put significant 
pressure on access to health and education services. The population has increased 
steadily in the past 15 years. It is estimated that there are about 120 indigenous 
languages and dialects spoken. Pidgin English is the official national language. The 
literacy rate appears to be the lowest (84.1%) amongst the Pacific Islands (Central 
Intelligence Agency, 2016).  
1.2 OVERVIEW OF SOLOMON ISLANDS REPRODUCTIVE HEALTH SERVICES 
Solomon Islands demographic and health indicators show a slow shift from high 
fertility, high infant mortality and low life expectancy to low fertility, low infant 
mortality and longer life expectancy in recent decades (The Solomon Islands 
Government, 2012). The overall disease burden is a combination of new and re-
emerging communicable and non-communicable diseases. National policy leadership 
to drive strategic coordination and commitment to resources and local promotion 
and early intervention of social deteminants of health are in general a low priority, 
thus, reproductive health services are limited.   
The Ministry of Health and Medical Services (MHMS) is responsible for design and 
implementation of health policies, administration, care and preventative services in 
the Solomon Islands (The Ministry of Health and Medical service, 2011; WHO, 2015). 
Under the current health care system, the RH unit within the MHMS develops 
strategies and implements RH activities through the country. The Solomon Islands is 
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a signatory to both the Programme of Action of the International Conference on 
Population and Development (ICPD) and the Millennium Development Goals (MDG) 
and more recently the Sustainable Development Goals (SDG).  Although Solomon 
Islands has made progress in order to meet the goals of ICDP and MDG in relation 
reproductive health care, services and social determinants of RH over the past 
decade, there remain issues that need to be addressed. These include providing 
screening for cancer, treatment of reproductive tract cancer among women and men 
and management of infertility. At the time of writing, there were no dedicated health 
services focusing primarily on men’s reproductive health.  
1.3 RESEARCH AIM AND OBJECTIVES 
The goal of this study was to assess the psychosocial, and cultural determinants of 
reproductive health problems among men age 18 years and above in the Solomon 
Islands. The primary research question of this thesis is; What are the prevalence and 
psychosocial and cultural determinants of reproductive health problems among men 
in the Solomon Islands? Reproductive health problems in the context of this study 
consist of  
 Sexual difficulties including erectile dysfunction, premature ejaculation, 
desire dysfunction and orgasm dysfunction and  
 Lower urinary tract symptoms (LUTS) including storage, voiding and 
postmicturition symptoms related to problems of the lower urinary tract 
(bladder, prostate and urethra). 
The socio-cultural determinants that affect men’s reproductive health problems in 
the Solomon Islands may include co-morbid factors, mental health, adverse life 
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experiences, lifestyle practices and service utilisation. How adverse life experiences 
including stressful life events and adverse childhood experiences and mental health 
including psychological distress, mental well-being and health-related quality of life 
affect the reproductive health problems among men in the Solomon Islands are not 
specifically known. Equally the cultural determinants that is, the ways men think 
about health and illness and the individual behaviors and habits that influence men’s 
reproductive health have not been studied. 
Therefore, the primary objectives of the study were to: 
1. Estimate the prevalence of sexual dysfunction among men in Honiara, 
Solomon Islands. 
2. Investigate the psychosocial and cultural determinants of sexual 
dysfunctions among men in Honiara, Solomn Islands by examining the 
association of specific factors with sexual difficulties. 
3. Improve understanding of the barriers to access and facilitation to 
reproductive health care by Solomon Islands men. 
4. Estimate the prevalence of adverse life experiences and possible impact 
on reproductive health among men in the Solomon Islands. 
1.4 DESIGN OF THE STUDY 
The study utilised a mixed-methods design. The study employed both qualitative and 
quantitative methodologies involving four phases: literature review, qualitative 
interviews, quantitative survey and data integration to examine reproductive health 
problems faced by men in Solomon Islands.    
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1.5 SIGNIFICANCE OF PUBLIC HEALTH 
This study contributes to the field of sexual and reproductive health in the Solomon 
Islands in several ways. First, very little data exists on the estimated prevalence of 
sexual dysfunction in the Solomon Islands. This research will improve our 
understanding of how sexual dysfunction affects the quality of life among men in the 
context of Solomon Islands. This study is important because, to date, it is the only 
research using mixed-methods to assess the sexual and reproductive health issues in 
indigenous Melanesian men in the Pacific Island countries. The integration of findings 
drawn from both qualitative and quantitative methods capture a holistic view about 
the psychological, social, cultural and traditional systems in the context men’s sexual 
and reproductive health. Furthermore, the study generates evidence which can be 
used to assist the design of public health policy and service delivery for sexual and 
reproductive services and preventive programs in the Solomon Islands.    
1.6 THESIS OUTLINE 
This thesis is organised into seven chapters: 
Chapter 1: This chapter introduced the study with a brief background, setting, 
statement of the problems, research objectives, and significance of the research.  
Chapter 2: The literature review highlights trends in males’ reproductive health 
problems globally and research specifically into Solomon Islander males’ health and 
reproductive health issues.  This chapter provides a clear rationale for this study. 
Chapter 3: This chapter describes the research methodology, protocols for qualitative 
interviews and quantitative data collections, sampling and the criteria for selecting 
participants for the study, instruments used in the study and data analysis plan. 
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Chapter 4: This chapter presents the findings from the qualitative stage. In addition 
to exploring the dimensions of men’s RH, the qualitative findings informed 
development of the quantitative survey, including selection measures. 
Chapter 5: This chapter presents the descriptive findings of the quantitative survey.  
It shows the distribution of demographic characteristics, health and lifestyle 
variables, mental health status, adverse childhood experiences and reproductive 
health problems among men. 
Chapter 6: The chapter includes the main statistical analyses of the quantitative 
survey data. It concentrates on the bivariate analyses of socio-demographic 
characteristics, health conditions and risk practices and mental health issues 
associated with LUTS, sexual difficulties and adverse childhood experiences (ACEs). 
The chapter also presents the multivariate analysis after controlling for possible 
confounders to explain variation in LUTS and the severity of sexual difficulties. 
Chapter 7: This chapter discusses the research findings, strengths and limitations of 
the study, and the main implications for public health practice and future research. 
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Chapter 2: Literature Review 
2.1 INTRODUCTION 
Sexual and reproductive health are fundamental aspects of human life  (Djossa Adoun 
et al., 2011). Sexual dysfunction or difficulty is a group of disorders that interrupt 
normal physical and psychological functioning of the sexual and reproductive systems 
making it difficult for people to perform sexual activities satisfactorily (Vecchio et al., 
2010). Following an early review by Spector and Carey (1990), on the incidence and 
prevalence of sexual dysfunction, various reviews of the prevalence of sexual 
dysfunction have been published since 2000 (Derogatis & Burnett, 2008; 
Hatzimouratidis, 2007; Ho, et al., 2011; Lewis, 2011; McCabe, et al., 2016b; Ramezani, 
Ahmadi, Ghaemmaghami, Marzabadi, & Pardakhti, 2015; Simons & Carey, 2001).   
Multiple factors are associated with the occurrence of sexual dysfunction in men, 
including psychosocial factors such as depression, loss of employment, low self-
esteem, financial difficulties, drug abuse and smoking and comorbid illness including 
diabetes, heart disease and hypertension, (Christensen et al., 2011a; Derogatis & 
Burnett, 2008; Hatzimouratidis, 2007; Hendrickx, Gijs, & Enzlin, 2014; Maiorino, 
Bellastella, & Esposito, 2014). Despite the increased research in male sexual 
dysfunction and reproductive health in America, Europe, Asia, Australia, and New 
Zealand in the past 10 to 20 years, (Adams, et al., 2013; Derogatis & Burnett, 2008; 
Diaz & Close, 2010; Dunn, Jordan, Croft, & Assendelft, 2002; Hatzimouratidis, 2007; 
Lewis, 2011; McCabe & Connaughton, 2014; McMahon, Lee, Park, & Adaikan, 2012), 
there has been very little research into male reproductive health problems in the 
Pacific Island counties including Solomon Islands. Because of the diverse sociocultural 
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differences and socio-econmomic conditions amongst the PICTs and the cultural and 
economic diversity within each country, it may not be ideal to apply knowledge derive 
from other countries and regions (Rick, Humpress, Deon, & Peter, 2014; Smith, 2013). 
Hence, the primary purpose of this chapter was to review the epidemiology of male 
sexual dysfunction and its associated risk factors in PICTs including Solomon Islands. 
The review is structured in order to: 
1. Evaluate the different classification systems used to define types of male 
sexual dysfunction to decide which classification system will be adopted.   
2. Explore the burden of male sexual dysfunction and reproductive disorders 
over time.   
3. Examine the risk factors that influence sexual dysfunction and LUTS. The 
health consequences, (both physically and psychologically) and access to 
sexual and reproductive health services by men will then be reviewed.   
2.2 METHODS 
The search strategy and selection criteria adopted for this review was based on the 
Preferred Reporting Items for Systematic Reviews and Meta-analysis (PRISMA-
P)(Moher et al., 2015). All relevant studies both peer-reviewed and government 
reports on sexual dysfunction were included in this review. Studies were excluded if 
they were not in English, were primarily clinical or statement of opinion and not 
carried out in any of the PICTs. Studies were categorised as original research, reviews 
or other reports. The population of interest is men aged 18 years and older.  In 
addition to the papers retrieved from databases, the reference lists of included 
papers were also searched.   
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Literature searches of grey literature and peer-reviewed studies documenting the 
prevalence of sexual and reproductive health problems and associated difficulties in 
the Pacific and Solomon Islands commenced on 30/07/2012 and conducted until 
18/3/2016, using the PRISMA-Protocols. The following key search terms were used:  
1. (Prevalence OR epidemiology) AND (sexual dysfunction or sexual difficulty) 
AND (men or male) 
2. (Prevalence OR epidemiology) AND (sexual dysfunction or sexual difficulty) 
AND (erectile dysfunction OR impotence OR erectile disorder) AND (men or 
male) 
3. (Prevalence OR epidemiology) AND (sexual dysfunction or sexual difficulty) 
AND (premature ejaculation OR ejaculation disorder) AND (men or male) 
4. (Prevalence OR epidemiology) AND (sexual dysfunction OR sexual difficulty) 
AND (sexual desire disorder OR low desire) AND (men or male) 
5. (Prevalence OR epidemiology) AND (sexual dysfunction OR sexual difficulty) 
AND (orgasmic disorder OR inhabited orgasm) AND (men or male) 
6. Repeat each search adding AND (Pacific Islands) AND (each of 22 PICTs) 
(American Samoa), (Cook Islands), (Fiji), (French Polynesia), (Guam), Kiribati), 
(Mariana Islands), (Marshall Islands), (Micronesia), (Nauru), (New Caledonia), 
(Niue), (Palau), (Papua New Guinea), (Pitcairn), (Samoa), (Solomon Islands), 
(Tokelau), (Tonga), (Tuvalu), (Vanuatu), and (Wallis). 
The following databases were searched;  
1. Medline (via EBSCOhost) 
2. CINAHL (via EBSCOhost) 
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3. PsycINFO (via EBSCOhost)  
4. PubMed 
Additionally, websites for the following international and regional organisations 
working in the Pacific islands states were manually searched; Secretariat of the Pacific 
Community (SPC), United Nations International Children’s Emergency Fund (UNICEF) 
Pacific, United Nations Fund for Population Activities (UNFPA) Pacific, Papua New 
Guinea (PNG) Medical Journal and Fiji National University (hosting Pacific Public 
Health Dialog Journal and Pacific Voices). These are non-indexed journals that have 
published peer reviewed studies in the Pacific.   
The PRISMA flow chart in Figure 2.1 shows an example of the process and the 
outcomes of the search strategy. A total 26 articles and reports were located. Of 
these 21 were retrieved from the PubMed database, and 5 were retrieved from 
websites of International NGOs (SPC, UNICEF, UNFPA) working in the Pacific islands. 
None of these articles and reports met the criteria for review in the project.  Although 
five  articles were identified in a search that include the words Pacific and Islands, 
none of them were related to male sexual dysfunction in the PICTs or Solomon Islands 
(Frewen, Rapee, Bowden, & Lagios, 2007; Hirsch, 2009; McMahon et al., 2006; 
Nicolosi et al., 2006b; Potts, Grace, Vares, & Gavey, 2006).     
For instance; Hirsch (2009), did a retrospective reviewed for the presence of 
diminished libido, erectile dysfunction, and ejaculatory delay among Operation 
Enduring Freedom/Operation Iraqi Freedom veterans who entered the post-
traumatic stress disorder residential recovery program. The study found that of the 
53 patients recruited, 39 reported diminished libido; 26 reported erectile 
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dysfunction, and 8 reported ejaculatory dysfunction (Hirsch, 2009). Frewen, et al. 
(2007) investigated the prevalence of premature ejaculation among men from 
different regions in Sydney attending a sexual health clinic in Sydney (Frewen, et al., 
2007). A clinical study by McMahon, et al. (2006) reported that Vardenafil was 
effective and well tolerated among men with moderate to severe erectile dysfunction 
among men in 29 sites in New Zealand and Australia (McMahon, et al., 2006). A 
similar search for literature was conducted in EBSCOhost (psycINFO, Medline and 






















Figure 2.1 PRISMA flow chart of article inclusion and exclusion 
 
Several government reports that involved collaboration with International 
organisations (SPC), NGO reports/survey and unpublished individual research studies 
Records excluded (n = 21) 
Full-text articles excluded, with 
reasons (n = 7) 
Studies included in review (n = 0) 
Full-text articles assessed for 
eligibility (n = 7) 
Records screened (n = 28) 
Records after duplicates removed (n = 1) 
Records identified through database searching  
PubMed=21, EBSCOhost (CINAHL, MEDLINE, 




Unpublished records identified 
through other sources (n = 5) 
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were reviewed. The grey literature offers little assistance in helping to improve 
understanding of the prevalence of men’s reproductive health problems in the 
Solomon Islands. Of those five reports retrieved from the Pacific based websites, 
none addressed the sexual needs of men. For example, the 2006/2007 health and 
demographic report provided a summary on the health status and health care needs 
of the Solomon Islands population but did not consider sexual dysfunction (The 
Solomon Islands National Statistics Office, 2009). Similarly, reports by Maike (2010) 
on a framework for priorities in health: Solomon Islands country case study and the 
Solomon Islands Ministry of Health national strategic plan 2011-2015 do not identify 
men’s sexual and reproductive health problems as priorities.  The main focus was on 
HIV and other STIs, teenage pregnancy, domestic violence prevention and maternal 
health (Maike, 2010; The Ministry of Health and Medical service, 2011). Another 
study on violence against women and children in the Solomon Islands by SPC and the 
Solomon Islands government recommended more health promtion activities among 
men to help change their attitudes and behaviour as part of solutions for domestic 
violence against women (The Secretariat of the Pacific community, 2009). However, 
it did not investigate the relationship between domestic violence, child abuse and 
other factors (stressful life events, sexual problems, co-morbid disease and HQoL) 
affecting men’s sexual and reproductive health in the Solomon Islands. More 
recently, the SPC has published a document that provides strategic guidance on 
sexual health responses in the Pacific from 2015 to 2019 (The Secretariat of the 
Pacific community, 2014). The report highlighted the need for more in-depth 
knowledge and understanding of sexual and reproductive health in the context of 
PICTs. Currently, most of the studies in the PICTs including Solomon Islands have 
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investigated the sexual and reproductive health issues affecting youths, children and 
women.   
It is very clear from this review that there is a significant research gap for men’s 
reproductive health problems in the PICTs and Solomon Islands. In the absence of 
relevant studies in the PICTs and Solomon Islands, the next part of the review will 
explore the epidemiology of males’ sexual dysfunction and reproductive health 
globally. This assisted the design and implementation of this research in the Solomon 
Islands. 
2.3 DEFINITIONS OF REPRODUCTIVE HEALTH 
Sexual and reproductive health was first defined in the landmark international 
conference on population and development programme, held in Cairo in September 
1994.  It was described, as; 
“... a state of complete physical, mental and social well-being and not merely the 
absence of disease or infirmity, in all matters relating to the reproductive system and 
its functions and processes..” (United Nations Fund for Population Activities, 1995).  
This definition acknowledges that the sexual and reproductive health of men and 
women can be influenced by factors that can be controlled either individually or 
socially. Both males and females have the right to a satisfying and safe sex life, and 
to reproduce with the freedom to plan when to have children. These rights are 
extended to include; the rights of men and women to be informed and to have access 
to safe, effective, affordable and acceptable methods of family planning, as well as 
other methods of their choice for regulation of fertility which are not against the law, 
the right of access to appropriate healthcare services (United Nations Fund for 
Population Activities, 1995, p. 16).   
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In this study, the terms “reproductive health” issues or problems refer mainly to  
 Sexual dysfunction including low sexual desire, erectile problems, premature 
ejaculation and orgasmic dysfunction and  
 Reproductive disorders affecting males such as LUTS. 
Two landmark narrative reviews and a systematic review of sexual dysfunction have 
revealed considerable variation in the prevalence of sexual dysfunction in different 
countries. A reason suggested for these variations is the different classifications and 
definitions which are used to describe different types of sexual dysfunction in males 
(McCabe et al., 2016a; Simons & Carey, 2001; Spector & Carey, 1990). The 
International Classification of Diseases-10 (ICD-10) developed by WHO and the 
Diagnostic and Statistical Manual of Mental Disorders-V (DSM-V) by the American 
Psychiatric Association are commonly used to guide researchers in defining sexual 
dysfunctions. Both systems classified four dimensions of sexual dysfunctions; desire, 
arousal, orgasmic and sexual pain disorders (American Psychiatric Association, 1994; 
WHO, 2010). However, although most researchers have used ICD-10 and DSM-V 
classifications for sexual dysfunction definitions, there are some limitations in the use 
of these two systems.  For example, the ICD-10 does not include delayed ejaculation 
as a category and, for men, unsatisfactory intercourse was included as part of erectile 
dysfunction (Hatzimouratidis & Hatzichristou, 2007).  Because of the inconsistencies 
in the definitions, in 2003, an International Consultation Committee for sexual 
medicine brought over 200 multi-disciplinary experts from 60 countries and 
proposed the development of consistent definitions of sexual dysfunction (Lewis, et 
al., 2004). Another consultation was organised in 2009 to review and recommend 
changes to the definitions of sexual dysfunction (Hatzimouratidis & Hatzichristou, 
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2007; Lewis, et al., 2010). In its most recent consultation in 2015, the International 
Consultation Committee for sexual medicine recommended the adoption of some 
DSM-5 definitions, DSM-IV-TR definitions and ICD-10 definitions (McCabe, et al., 
2016a) including; 
 Hypoactive sexual desire dysfunction (low sexual desire): “Persistent or 
recurrent or absence of sexual or erotic thoughts or fantasies and desire for 
sexual activity” 
 Erectile dysfunction (ED) is defined as “consistent or recurrent inability to 
attain and/or maintain penile erection sufficient for sexual satisfaction”. 
 Premature ejaculation (PE): is an ejaculation that always or nearly always 
happens before or within approximately 1 minute of vaginal penetration, and 
the inability of delaying ejaculation on all or nearly all vaginal penetrations. 
Negative personal consequences include distress, bother, frustration and 
avoidance of sexual intimacy. 
 Anorgasmia (orgasmic dysfunction): is an inability to achieve an orgasm, 
markedly diminished the intensity of orgasmic sensations or marked delay of 
orgasm during any sexual stimulation. In men, orgasm dysfunction can occur 
together with ejaculatory dysfunction (such as delayed orgasm and delayed 
ejaculation). 
In this dissertation, the above definitions are utilised. 
2.4 INTERNATIONAL ESTIMATES OF PREVALENCE OF MALE SEXUAL 
DYSFUNCTION 
  A review by Spector and Carey (1990), reported prevalence estimates of erectile 
dysfunction ranged from 4%-9% and 4%-10% for the male orgasmic disorder, while 
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the estimated prevalence for premature ejaculation was between 36%-38%.  
Another review by Simons and Carey (2001) based on 52 studies published from 
1990-1999, reported the prevalence of erectile dysfunction ranged from 0%-5%, 
male orgasmic disorder was 0%-3%, premature ejaculation ranged between 4%-5% 
and hypoactive sexual desire disorder 0%-3%, (Simons & Carey, 2001).  These 
estimates were much lower compared to the earlier review. The differences were 
due to the criteria used to define types of dysfunction, methodology used and the 
study populations. Similar conclusions were also noted in a systematic review by 
Dunn, et al. (2002). According to Dunn and associates, there is a need to standardise 
the design; implementation and reporting of epidemiological studies on sexual 
dysfunctions so that systematic reviews and meta-analysis can be conducted (Dunn, 
et al., 2002).  A review by Lewis, et al. (2010), used a specific criteria for the 
methodological assessment of prevalence studies. The criteria were adopted by the 
International Consultation on Sexual Dysfunctions in Paris, 2002. It was estimated 
that 20%-30% of adult men globally have at least one form of sexual dysfunction 
(Lewis, et al., 2010). That review was based on studies conducted from 2002-2009.  
Premature ejaculation was the most common sexual dysfunction in males (8%-30%). 
Desire dysfunction estimates ranged from 8%-18%, while orgasm problems ranged 
from 12%-19%. Erectile dysfunction is the most investigated male sexual dysfunction, 
and there were variations in the prevalence estimates. The lowest estimates rates 
were from 6%-18% while the highest ranged from 32%-35%. The most recent review 
by McCabe, et al. (2016a) estimated the prevalence of hypoactive desire dysfunction 
ranged from 15%-25%. The prevalence of erectile dysfunction ranged from 1%-10% 
among men younger than 40 years, while men aged 40 to 60 years had estimates 
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from 2%-40% and 70 years and above ranged from 50%-100%. The prevalence of 
premature ejaculation varied from 8%-30% globally and orgasm difficulty among 
men ranged from 1.8%-19.4%. According to the review, much variation is attributed 
to the way information was collected, sampling methods, age, cultural background, 
survey tools and definitions of sexual dysfunction.   
It is evident from the literature that improvements in research measurement have 
been made in the last ten years; for example, there is acceptance of a common 
definition for different types of sexual dysfunctions. However, recommendations 
have been made for further improvements in the quality of methods used, source of 
sample measurement of cultural background (McCabe, et al., 2016a).   
2.4.1 Prevalence of men sexual dysfunction in the USA 
Some landmark studies provided insight into the prevalence of sexual dysfunction in 
the USA.  One of the most cited studies was the Massachusetts Male Aging Study 
(MMAS) in the 1980s (Feldman, Goldstein, Hatzichristou, Krane, & McKinlay, 1994). 
This was probably the first community-based prevalence study on erectile 
dysfunction (Derogatis & Burnett, 2008). The MMAS study was a community-based 
random sample observational survey of non-institutionalised men aged 40-70 years 
in 11 towns and cities in Massachusetts areas from 1987-1989. Analysis of the self-
administered sexual activity questionnaire survey revealed a combined prevalence of 
52% for erectile dysfunction (minimal, moderate and complete) amongst the 1290 
men. Of these men, 35% had either moderate or complete erectile dysfunction, 
which was strongly related to age, poor health status and emotional function. 
Furthermore, the prevalence of complete erectile dysfunction ranged from 5%-15% 
among participants aged 40-70years. The study, however, involved only caucassian 
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men within this age group, therefore, it is not possible to consider the influence of 
critical perspectives in race and ethnic disparities (Derogatis & Burnett, 2008; 
Hatzimouratidis, 2007). Furthermore, apart from erectile dysfunction, the study did 
not assess other sexual dysfunctions. 
In the early 1990s, the National Health and Social Life Survey (NHSLS) was designed 
to assess the prevalence other sexual dysfunction other than just erectile dysfunction 
and it also considered risk factors for sexual dysfunction across a wide range of social 
groups (Laumann, Paik, & Rosen, 1999). The NHSLS was a probability study of 1420 
men across the USA aged 18-59 years living in households in 1992.  Participants were 
surveyed in person by an interviewer. The study found that 14%, 13%, 15% and 17% 
of men aged 18-29, 30-39, 40-49 and 50-59 respectively, lacked interest in sex. The 
prevalence estimates for erectile dysfunction were 7%, 9%, 11% and 18% for men 
aged 18-29, 30-39, 40-49 and 50-59 respectively. The study also found that early 
ejaculation was more prevalent among the participants (31%).  Older men aged 50-
59 years (55%) appeared to have suffered more from this dysfunction compared to 
younger men aged 18-29 with (30%). On the other hand, younger men aged 18-29 
years (10%) appeared to have reported more orgasmic dysfunction compared to 
older men aged 50-59 years (6%). Furthermore, the study found that race and 
ethnicity may affect sexual problems.   
In the mid-2000s, another major study in the USA was the National Social Life, Health 
and Aging Project (NSHAP), (Laumann & Waite, 2008). The study examined the 
prevalence of sexual dysfunction among 1,455 mature men aged 57-85 years in 2005-
2006. The authors asked respondent questions about sexual problems using seven 
dichotomous response items modified from the NSHSLS study during face-to-face 
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interviews. The prevalence of sexual dysfunctions was much higher than the NHSLS 
study. In age groups 57-64, 65-74 and 75-85, the prevalence estimates for lack of 
sexual interest were 29%, 28% and 24% respectively. Erectile dysfunction was also 
common among the mature men at 36%, 46% and 43% across the age bands. The 
prevalence estimates for being unable to achieve an orgasm and being anxious about 
sexual performance were 33% and 30% respectively among the older age group (75-
85).     
The most substantial study on the prevalence of RH problems was the GSSAB. The 
survey of men and women aged 40-80 years was conducted in 29 countries across 
seven regions of the world (Laumann, et al., 2005). This includes a telephone survey 
of 742 men in the United States. Although the response rate for the study was very 
low (9.0%), the same questionnaire was replicated in 28 countries making it possible 
to compare data. An analysis of respondents from the US revealed that the most 
prevalent types of sexual dysfunction was early ejaculation (26.2%) followed by 
erectile dysfunction (22.5%), lack of sexual interest (18.1%), inability to reach orgasm 
(12.4%), sex not pleasurable (11.2%) and pain during sex (3.1%), (Laumann, Glasser, 
Neves, Moreira, & Group, 2009). Similar trends were also noted in the NHSLS study. 
However, in this study, the prevalence of sexual dysfunction was assessed according 
to the severity of the dysfunction as opposed to sub-groups of age used in the NHSLS 
and NSHAP studies.   
Collectively, these studies indicate high prevalence of sexual dysfunction among men 
in the USA. Additionally, the studies have indicated that most men with sexual 
dysfunction are reluctant to seek medical help. It may be that some men do not 
consider sexual dysfunction is a problem that affects their quality of sexual life and 
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general health while others may be badly affected (Laumann, et al., 2009). This was 
investigated in the study conducted in the Solomon Islands and reported in this 
thesis. 
2.4.2  Prevalence of male sexual dysfunction in Europe 
Epidemiological studies on sexual dysfunction among men in Europe show that 
estimates range from 2% to 66%.  In England, a study by Dunn, Croft, and Hackett 
(1998) found that 34% of men reported suffering from one or more sexual 
dysfunctions in the preceding three months (Dunn, et al., 1998). The most common 
dysfunctions among men in the study were erectile dysfunction (26%) and premature 
ejaculation (26%), followed by difficulty in maintaining an erection (24%), difficulty in 
getting an erection (21%) and inhibited enjoyment (9%). This particular study also 
reported on the lifetime sexual dysfunction by the male participants. The most 
common lifetime sexual dysfunctions were the inability to achieve an erection (39%) 
and premature ejaculation (31%). Although this was the first study to be 
representative of an adult population in England, the response rate (44%) was 
considered to be low and could have introduced bias in the findings. Furthermore, as 
stated by the authors, there was the possibility of false responses.   
A study by Mercer et al. (2003), found that lack of interest in sex (17.1%), premature 
orgasm (11.7%) and anxiety about performance (9.0%) were the most common 
sexual problems among men in England (Mercer, et al., 2003). The differences in the 
findings from these two studies could be attributed to the different methodologies 
and operational definitions of sexual dysfunctions used. In Turkey, a study by Akkus 
et al. (2002), reported the aged-adjusted overall prevalence of erectile dysfunction 
was 69.2% (mild, 33.2%; moderate, 27.5%; severe, 8.5%). This increased as men aged 
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from 40-49 years (49.9%) and in men aged 70 years and above (94.7%). Further 
analysis revealed that both prevalence and severity of erectile dysfunction increased 
as men aged (Akkus, et al., 2002).  Similar findings were noted in other studies 
conducted in France (Giuliano et al., 2002), the Netherlands (Blanker et al., 2001a), 
Italy (Nicolosi, Moreira, Shirai, Bin Mohd Tambi, & Glasser, 2003b; Parazzini et al., 
2000), Germany (Moreira, Hartmann, Glasser, & Gingell, 2005) and Spain (Martin-
Morales et al., 2001). More recently, in France, a population-based study among men 
aged 40-80 years old found: early ejaculation was experienced by 16.0% of sexually 
active men, erectile dysfunction (15.0%), lack of sexual interest (13.0%) and inability 
to reach orgasm was 9.9% (Buvat et al., 2009). In Denmark, the prevalence of male 
sexual difficulties were premature ejaculation (7%), erectile dysfunction (5%), 
anorgasmia (2%) and dyspareunia (0.1%). About 11% of men in the study reported 
experiencing, at least, one sexual difficulty in the past 12 months before the study 
(Christensen, et al., 2011a). In Switzerland, a study among young men aged 18-25 
years old found the prevalence of premature ejaculation (11%) and erectile 
dysfunction was 30% (Mialon, Berchtold, Michaud, Gmel, & Suris, 2012).   
Most men in these studies expressed concern about their erectile dysfunction, 
however, they were reluctant to seek medical care. There is a need to explore this 
phenomenon in the context of Solomon Islands, as there have been no studies done 
to date.  
2.4.3  Prevalence of male sexual dysfunction in Asia 
The reported prevalence of sexual dysfunction among men in Asian studies varies 
widely with estimates ranging from 9%-73%. As noted in studies conducted in other 
regions, the variations in the prevalence estimates are likely due to the different 
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methods of assessments, definitions, duration, geographical locations and the types 
of surveys carried out (Derogatis & Burnett, 2008; Dunn, et al., 2002; Hatzimouratidis, 
2007; Ho, et al., 2011; Lewis, 2011).  One of the landmark studies in the Asian region 
was by Laumann, et al. (2005). The GSSB study reported that the highest prevalence 
of sexual dysfunction was in the Asian region compared to other regions. In East Asia 
(China, Hong Kong, Japan, Korea, and Taiwan), the estimates of prevalence of sexual 
dysfunctions were: early ejaculation (29.1%), erectile difficulties (27.1), lack of sexual 
interest (19.6%), inability to reach orgasm (17.2%), sex not pleasurable (12.2%) and 
pain during sex (5.8%). A similar trend was observed in the Southeast Asia region; 
early ejaculation (30.5%), erectile difficulties (28.1%), lack of sexual interest (28.0%), 
inability to reach orgasm (21.1%), sex not pleasurable (17.4%) and pain during sex 
(12.0%) (Laumann, et al., 2005). Pain during sex (5.8%) and sex not pleasurable 
(12.2%) were less common in East Asia region compared to Southeast Asia region. 
However, the frequencies of pain during sex and sex not pleasurable among men in 
the Middle East region were higher than those in Asia and all other regions.     
A separate analysis by Nicolosi et al. (2005) on the GSSB data at country level in the 
East and Southeast Asia regions established the following; the highest prevalence of 
sexual dysfunction was reported in the Philippines with the lowest prevalence in 
Singapore. The majority (82%) of participants in the Philippines reported, at least, one 
dysfunction compared to only 32% of men in Singapore. Early ejaculation (45%) was 
the most common dysfunction among men in the Philippines, followed by erectile 
difficulties (33%), lack of sexual interest (29%), inability to achieve orgasm (29%), and 
sex not pleasurable (22%). In China, the prevalence estimates were; early ejaculation 
(22%), erectile dysfunction (20%), lack of sexual interest (15%), inability to achieve 
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orgasm (13%) and sex not pleasurable (11%). The lowest prevalence was observed in 
Hong Kong; 10% for early ejaculation; 8% for erectile difficulties, lack of sexual 
interest and inability to achieve orgasm respectively; and 3% for sex not being 
pleasurable. In Indonesia (20%) and Taiwan (17%) lack of sexual interest was the most 
common sexual dysfunction among men while in Thailand erectile dysfunction (29%) 
was the most reported sexual dysfunction (Nicolosi, et al., 2005).  As noted earlier 
the estimates of SD vary widely and is caused by methodological factors such as 
different measurement methods, sampling bias and types of survey. 
A separate analysis of the GSSB data by Moreira, Kim, Glasser, and Gingell (2006) 
focussed on men and women in Korea. A total sample of 1,200 individuals (600 men 
and 600 women) aged 40-80 years participated. Premature ejaculation (32.7%) and 
erectile difficulties (32%) were the most commonly reported sexual dysfunction 
among Korean men. These difficulties are more common in Korea than other parts of 
the Asian region. The authors noted that the lack of belief that sexual problems are 
treatable, together with religious and socio-cultural beliefs have contributed to the 
high prevalence in this population (Moreira, et al., 2006).  
In mainland China, the first population-based study was conducted in 2005 among 
married men in rural areas (Lau, Wang, Cheng, & Yang, 2005). The study used an 
anonymous self-administered questionnaire among men aged 20-45 years randomly 
selected.  About 30% of the participants reported having one sexual dysfunction 
while 25% reported having two or more. The prevalence estimates for sexual 
dysfunctions were inability to achieve ejaculation (23.7%) and sex not pleasurable 
(17.4%). Lack of sexual desire (16.7%) was more prevalent among men aged 40-45 
years compared to those in aged brackets 20-29 years and 30-39 years. Erectile 
 28 Chapter 2: Literature Review 
problems (18.9%) was common among men aged 20-29 years compared to other age 
groups, (30-39 years: 10.4%, 40-49: 16.7%). Similar findings were noted in a recent 
study in Hong Kong (Zhang, Yip, Fan, & Yip, 2013). 
Research into men’s sexual health in the Asian region has been increasing in the last 
ten years. There appears to be inter-regional and intra-regional differences in the 
occurrence of sexual dysfunction among males. Consequently, health care providers 
should design specific strategies based on local and traditional settings and culturally 
appropriate. For example, the use of traditional or alternative medicine in sexual 
health is not practiced much in western countries, yet, it is common used by Asian 
men (Ho, et al., 2011). As noted by Lewis (2011), more studies are still needed in the 
Asian region for all sexual difficulties (Lewis, 2011).  
2.4.4  Prevalence of male sexual dysfunction in Australia 
Estimates of prevalence of sexual dysfunction among men in Australian studies range 
from 2%-55% (Adams, et al., 2013; Holden et al., 2005; Martin et al., 2012; Millett et 
al., 2006; Moreira et al., 2008a; Richters, Grulich, de Visser, Smith, & Rissel, 2003). 
One of the landmark studies on reproductive health problems among men in 
Australia was the Australian Study of Health and Relationships (ASHR) (Richters, et 
al., 2003). This cross-sectional study included a nationally representative sample of 
10,173 adult men aged 16-59 years. Computer-assisted telephone interviews (CATIs) 
were completed by respondents randomly selected from all states and territories in 
Australia, with a response rate of 69.4%. The most commonly reported sexual 
dysfunction was lack of interest in having sex (24.9%), followed by coming to orgasm 
too quickly (23.8%), anxious about ability to perform sexually (16.0%), body 
unattractive (14.2%), trouble keeping an erection was 9.5% and unable to reach 
 Chapter 2: Literature Review 29 
orgasm was 6.3%. The association of age with sexual dysfunction was also evident in 
the study. For example, erectile dysfunction was more common among men aged 40 
years and over compared to younger men aged 16-19 and 20-29 years (p=0.001).   
Najman, et al. (2003) reported that 55% of Australian men experienced one or more 
sexual dysfunctions in the preceding year, and 13% of men experienced 3 or more 
symptoms of sexual dysfunction that lasted for several months. The authors reported 
that only 22% of men seek help for their sexual problems. Help-seeking behaviour 
was common among the older men compared to younger men; however, only 20% 
of these men ever seek medical treatment for their conditions. The low rates of 
treatment may reflect the reluctance of both health care workers and men to discuss 
sexual problems (Najman, et al., 2003).   
The most substantial study on the prevalence of male sexual dysfunctions in Australia 
was the Men in Australia Telephone Survey (MATeS), (Holden, et al., 2005). The study 
was a national population-based survey of randomly selected men aged 40 years and 
older in all state and territories. It focussed specifically on erectile dysfunction and 
sexual activities. Analyses were performed on data from 5990 men who completed 
the interview. About a third (34%) of the respondents suffered from one or more 
reproductive health disorder. Roughly, 21% of men reported moderate to severe 
erectile dysfunction and this peaked (68%) at 70 years and above. About 37% of men 
reported reduced interest in sex. This proportion increased to 58% at 70 years and 
above. An interesting finding in the study was the association of ethnicity with the 
prevalence of erectile dysfunction. For example, men who were born in Italy and 
Eastern Europe reported higher rates of erectile dysfunction compared to those from 
middle-eastern and Asian countries.  
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The GSSAB also provided information from Australia (Moreira, et al., 2008a). This 
involved 1,500 men and women aged 40-80 years in Australia as part of the global 
survey in 2001-2002. The study estimated early ejaculation was 23.3%; the highest 
reported dysfunction followed by erectile difficulty (21.1%), lack of sexual interest 
(17.5%) and inability to reach orgasm (13.9%). Most men in the study reported 
experiencing dysfunctions sometimes or frequently. Older age was significantly 
correlated with erectile difficulties; at age 50 to 59, (OR 2.02, 95% CI 1.02-4.01; p≤ 
0.05) and between 60 to 80 years (OR 4.3, 95% CI 2.16-8.56; p≤0.001). Medium or 
high household income has a significant correlation to decreased lack of sexual 
interest in men (OR 0.55, 95% CI 0.31-0.97; p≤0.05). The authors concluded that the 
prevalence of sexual difficulties was high among the participants, however, men 
experiencing these difficulties were reluctant to seek health care.  
A recent study of 331 Australian men aged 18-65 years old from the general 
population was conducted via an online survey. The prevalence estimates for sexual 
problems were as follows: erectile difficulties (21.1%), premature ejaculation 
(29.3%), low sexual desire (3.3%) and delayed ejaculation (5.7%),(McCabe & 
Connaughton, 2014). The study highlighted that both medical factors and 
psychological factors were likely to be associated with male sexual difficulties.   
2.4.5 Prevalence of male sexual dysfunction in Pacific and Solomon Islands 
A study among Aboriginal and Torres Strait Islander men by Adams, et al. (2013) 
included analysis of data from 293 men aged 18-74 years. It was found that about 
16% of the participants had mild or mild-to-moderate erectile dysfunction and 14% 
had moderate to severe erectile dysfunction. Further analysis showed an association 
between moderate to severe erectile dysfunction and co-morbid health condition 
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(OR, 3.7; p=0.005). The prevalence was also higher among men living in remote 
locations. The use of the mixed-methods approach in that study was valuable in 
providing insight into cultural and traditional beliefs about sexual issues. The authors 
noted, a researcher whether an insider or outsider to a cultural group, needs to 
acknowledge, recognise and respect the cultural, political and social structure of the 
community. The researcher also, needs to be accepted by the community, 
irrespective of whether scientific approval is given. Acceptance is an important 
element for successful engagement with indigenous communities (Adams, et al., 
2013). Getting the support and approval of stakeholders and community leaders who 
control the flow of knowledge is necessary. These issues were also noted in two 
recent studies in remote parts of Solomon Islands (Blignault, Bunde-Birouste, Ritchie, 
Silove, & Zwi, 2009; Straume, 2009). In the context of indigenous communities in the 
Solomon Islands, there are cultural protocols and leaders within the communities 
who must be consulted for advice and support. 
There is no published data on men’s’ sexual dysfunction in the Solomon Islands or 
other Pacific Island nations and this poses public health challenges. However, high 
incidence of NCDs such as diabetes and heart diseases in the PICTs (Maike, 2010; The 
Secretariat of the Pacific community, 2014) that are associated with sexual 
dysfunction would suggest that sexual dysfunction is likely to be experienced by many 
men in the Solomon Islands.     
One reproductive health issue closely associated with male sexual dysfunction are 
prostate related diseases. The next section describes research into common prostate 
diseases and lower urinary tract symptoms. 
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2.5 PROSTATE DISEASES AND LOWER URINARY TRACT SYMPTOMS 
Prostate cancer is increasingly becoming a major public health problem globally.  The 
reported number of new prostate cancer diagnosis in men worldwide was 1.1 million 
in 2012. Prostate cancer was the second most diagnosed cancer in men and the fifth 
leading cause of death among men in 2012 worldwide, with Australia and New 
Zealand recording the highest registration of cases per 100,000 men, followed by 
Europe and the USA (Torre et al., 2015). The lowest incidence rates of prostate cancer 
were in Asia, however, the estimates were based on limited surveillance.  The 
estimated number of new cases of prostate cancer in the USA is 180,890 for 2016. 
This makes prostate as the most common male cancer in the USA (Siegel, Miller, & 
Jemal, 2016). Prostate cancer is a leading cause of cancer deaths (27%) in the USA.  
In Europe, the number of new prostate cancers recorded in 2012 was 416,732 cases, 
with   92,337 (19.3%) deaths. In Australia, prostate cancer was the most diagnosed 
cancer in men (17050) in 2014 and the second leading cause of cancer deaths among 
men (Australian Institute of Health and Welfare 2014). Although the deaths due to 
prostate cancer are decreasing slightly in the economically developed countries, in 
Australia over the last few years, rates have fluctuated. In contrast, the Asian 
countries have seen an increase in both new cases and mortality rates (Center et al., 
2012).  
In New Zealand, the case mortality rate (22.6%) for prostate cancer was the highest 
among Maori and Pacific Islander men compared to other ethnicities (Pokorny & 
Scott, 2011). A review of cancer epidemiology in the Pacific region found that 
prostate cancer was prevalent in all Pacific island countries (Moore et al., 2010). In 
the Solomon Islands, prostate cancer is the second leading cause of cancer deaths 
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among men (National Referral Hospital, 2013).  Studies have shown that prostate 
cancer mortality is high among Pacific Islanders because most men with prostate 
cancer were diagnosed in the later stages. There are high levels of co-morbidity, poor 
knowledge about the symptoms of lower urinary tract infection and poor access to 
and lower quality of health care in the region(Meredith, Sarfati, Ikeda, & Blakely, 
2012; Moore, et al., 2010; Pokorny & Scott, 2011). Together, these factors make 
men’s prostate health less prominent than it should be in this sociocultural context. 
In Australia, the MATeS study by Holden, et al. (2005), found that of 50% of male 
participants who have been blood tested for prostate cancer, 10% have been 
diagnosed with prostate problems and about 60% were very concerned about being 
diagnosed with prostate cancer (Holden, et al., 2005). A re-analysis of the survey data 
aimed to find possible relationships between reproductive disorders, lifestyle factors 
and co-morbid exposures and found that erectile dysfunction and perceived 
androgen deficiency were associated with prostate surgery (Holden et al., 2010). A 
population-base study of 3,247 men in Western Australia found prostate disorders to 
be associated with lack of sexual interest, inability to reach climax and erectile 
problems in males (Hyde et al., 2012). Although the association between prostate 
cancers with sexual dysfunction is quite strong among the aged male population in 
Australia and elsewhere, there are indications that the younger male population 
might not be aware of the symptoms of prostate problems and cancer.   
Studies have found that early diagnosis and having access to reproductive health care 
for men is significant in early detection of prostate cancer and other sexual health 
disorders. Several studies have reported that cultural norms, language barriers, level 
of education, economic status and geographical location may prevent males from 
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seeking sexual health care early (Adams, et al., 2013; Kleier, 2003; Pierce, Chadiha, 
Vargas, & Mosley, 2003; Raymundo, Rice, Chen, Zhao, & Brassell, 2011).  Other 
studies have reported the associations between LUTS, sexual dysfunction and 
prostate diseases such as Benign Prostatic Hyperplasia (BPH) and erectile dysfunction 
(Rosen, 2006).  
The International Continence Society defined LUTS into three broader conditions; 
storage (increase daytime frequency/nocturia/urgency/urinary incontinence); 
voiding (slow stream/splitting or praying/interminent/hesitancy/straining/terminal 
dribble) and post-micturition (feeling of incomplete emptying/post-mutricution 
dribble) (Abrams et al., 2002).  Irwin, Kopp, Agatep, Milsom, and Abrams (2011) have 
estimated that about 1.02 billion males globally aged ≥20 years had experienced LUTS 
in 2013. They projected that this figure would increase by 7.8% to 1.10 billion in 2018. 
The authors also estimated that about 45.2% of men aged ≥20 years were affected 
by at least one LUTS in 2013 and will increase by 18.4% in 2018. Furthermore, the 
burdens associated with LUTS will be high in  developing countries especially in Asia 
and Africa (Irwin, et al., 2011). This may suggest that the prevalence of LUTS may vary 
among regions, culture, race and ethnicity. Data from epidemiological studies in 
several Asian countries have reported a high prevalence of LUTS ranging from 39.7% 
- 83.4% among men aged ≥40 years (Chung et al., 2013; Kim, Han, & Lee, 2014). 
Epidemiological data from studies conducted in Australia reported prevalence 
ranging from 19.4% to 21.9% among men aged ≥40 years (Latz et al., 2013; Smith et 
al., 2014). 
Studies have reported that LUTS were significantly associated with depression, older 
age, low education, health risk practices and low quality of life (QoL). A Korean study 
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demonstrated that men with severe LUTS were at high risk of depression and poor 
QoL (Jeong et al., 2015). Similarly, a study in China found that LUTS was significantly 
associated with increased risk of being depressed (Chung, et al., 2013). An earlier 
study in UK, USA and Sweden reported significant associations between LUTS and 
age, depression, QoL and poor health status (Coyne et al., 2009).  Moderate to severe 
LUTS was positively correlated with chronic diseases such as diabetes, hypertension 
and heart disease among African-American men. Further, risk practices such as heavy 
alcohol drinking and smoking were significantly associated with moderate to severe 
LUTS (Joseph et al., 2003). Finally, a systematic review by Seftel et al. (2013) 
demonstrated the co-existence of LUTS and erectile dysfunction in men, and that the 
problem increased with advancing age. The review suggested that the severity of one 
condition is positively associated with the severity of the other (Seftel, et al., 2013).   
A prominent theme emerging from review of the global literature is that various 
cultural and social factors are likely to be significantly correlated with LUTS.  However, 
as noted earlier, knowledge derived from other countries may not be generalisable 
to the local context of Solomon Islands. Further, the extent to which socio-economic 
conditions, culture, religion and traditional health practices influence Solomon 
Islands men and their health seeking behaviour about LUTS remains unknown. The 
present study included a focus on symptoms of lower urinary tract and screening in 
health care. The next section of the review describes the determinants of males’ 
sexual health problems.   
2.6 DETERMINANTS OF MEN’S REPRODUCTIVE HEALTH PROBLEMS 
Many studies have identified risk factors influencing male reproductive health.  
Researchers have categorised these factors in different ways, under the following 
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categories; general health status of the individual, the presence of diabetes mellitus 
and/or cardiovascular disease, concurrence of other genitourinary disease, 
psychiatric/psychological disorders, presence of other chronic diseases, and socio-
demographic variables (Lewis, et al., 2004).  Holden, et al. (2010), grouped the 
influencing factors according to 
 Socio-demographic characteristics (age, education, socio-economic status), 
 Lifestyle factors (alcohol, smoking, physical activity) and  
 Biomedical risk factors (heart disease, diabetes, drug therapies and other 
chronic diseases), (Holden, et al., 2010).   
This part of the literature review examines a wide range of possible influences and is 
guided by the social, ecological conceptual framework adapted for this study (Figure 
2.2). In an ecological framework, the first level is the individual level, which, include 
socio-demographic characteristics, age, education, lifestyle factors (alcohol, smoking 
and chewing betel quid), and co-morbid chronic conditions, physical and mental 
health. The second level is the family/partner relationship, including quality of the 
relationship, marital status, and race/ethnicity of partner. The third level is the 
community level, including traditional and religious beliefs, community health 
services and structure. The final level is the public health services, including public 
health policy factors, health service factors, economic factors and political factors. It 
is proposed that there are important interconnections among the four levels that 
together affect male’s sexual and reproductive health. 
 
 
















Figure 2.2 Adapted Social Ecological Model2 
 
2.6.1 Individual level factors 
Many studies in economically developed and developing countries have found that 
socio-demographic factors have significant associations with male sexual dysfunction 
(Laumann, et al., 2005; Moreira, et al., 2005; Richters, et al., 2003; Rosen et al., 2003). 
For example, severity of erectile dysfunction increases with age, men with a lower 
educational level and those who are unemployed and have lower household income 
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have a somewhat higher risk of sexual dysfunction (Akkus, et al., 2002; Amidu et al., 
2010; Blanker et al., 2001b; Braun et al., 2000; Dunn, Croft, & Hackett, 1999; Traeen 
& Stigum, 2010). Men who have disclosed that they had sexually assaulted women 
were 3.5 times more likely than non-abusers to report erectile dysfunction, 
(Laumann, et al., 1999). General well-being of individuals has been linked to sexual 
effects. Men with poor general physical health are significantly more likely to 
experience sexual difficulties (Richters, et al., 2003). Conversely the risk of erectile 
dysfunction is lower among physically active men (Akkus, et al., 2002; Cheng, Ng, Ko, 
& Chen, 2007b; Sterzer, Frith, & Petrovic, 2008).   
Smoking tobacco is independently associated with erectile dysfunction in men, and 
apparently more so than other types of sexual dysfunctions (British Medical 
Association Board of Science & Education and Tobacco Control Resource Centre, 
2004; Chapmans, 2003; Christensen, et al., 2011a; Millett, et al., 2006; Nehra & 
Kulaksizoglu, 2002). Male smokers with at least one type of chronic disease such as 
diabetes, coronary artery disease, stroke or high blood pressure are more likely to 
have erectile difficulties (Hatzimouratidis, 2007; Laumann, et al., 2005; Metz & Miner, 
1998). Although many studies have focused on the link between erectile difficulties 
and smoking, only a handful of researchers has assessed the link between smoking 
and other sexual dysfunctions. For example, a study conducted in Germany found 
that being a smoker was positively correlated with lack of sexual interest (Moreira, 
et al., 2005). In Hong Kong, men who smoked ≥20 cigarettes were more likely to 
report erectile difficulties and sexual dissatisfaction compared to non-smokers (Lam, 
Abdullah, Ho, Yip, & Fan, 2006).   
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In the Solomon Islands, the demographic and health survey (2009), reported that 
almost half (45%) of males are smokers compared to 14% of females (The Solomon 
Islands National Statistics Office, 2009). More men in urban areas (52%) are cigarette 
smokers compared to men in the rural areas (43%). Rural men compared to urban 
men commonly use raw tobacco smoking. In the same study, the participants were 
asked about the number of cigarettes smoked in the previous 24 hours before the 
survey. The most common number of cigarettes smoked per day was 3-5 (37%) while 
about 29% of males had smoked 10+ cigarettes in the last 24 hours.  Tovosia, Chen, 
Ko, et al. (2007) reported that many males in the Solomon Islands started chewing 
betel quid and smoking at the very young age of 13 years (Tovosia, Chen, Ko, et al., 
2007).   
Cigarette smoking is most prevalent among males aged 20-29 years in the Solomon 
Islands. Tobacco smoking is also linked to betel quid chewing (83%) and alcohol 
consumption (37%) (Tovosia, Chen, Ko, et al., 2007).  Given the high prevalence of 
male adult betel quid chewers among daily smokers in the Solomon Islands (The 
Solomon Islands Government, 2012; Tovosia, Chen, Ko, et al., 2007; WHO, 2011), it is 
possible that betel quid chewing correlates with sexual dysfunctions among men. 
However, research into the association of smoking and betel quid chewing and 
sexual, and reproductive health problems among men in the Solomon Islands has not 
yet been done. 
Alcohol consumption either alone or in combination with other drugs can influence 
sexual and reproductive health.  According to the MMAS study, excessive alcohol 
consumption is associated with erectile difficulty (Feldman, et al., 1994). The Erectile 
Dysfunction Epidemiology Cross National Study also found an association between 
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alcohol drinking and erectile dysfunction, but it was not significant. According to the 
authors, this may indicate a beneficial effect of moderate drinking if a man takes 
between one to seven drinks per week (Nicolosi, Glasser, Moreira, Villa, & Erectile 
Dysfunction Epidemiology Cross National Study, 2003a). On the other hand, some 
studies have found an inverse correlation between alcohol consumption with erectile 
difficulty (Akkus, et al., 2002; Millett, et al., 2006; Nicolosi, et al., 2003b; Oksuz & 
Malhan, 2005). A recent analysis of the MATeS data by Holden, et al. (2010) reported 
that excessive alcohol consumption was not significantly associated with any sexual 
and reproductive disorders in males (Holden, et al., 2010). A systematic review by 
Cheng, Ng, Chen, and Ko (2007a) found that regular alcohol consumption was not 
associated with erectile dysfunction and drinking 8 or more alcohol drinks a week will 
significantly reduce the risk of erectile dysfunction (OR = 0.85; 99% CI, 0.73 - 0.99; 
p=0.007) (Cheng, et al., 2007a).   
In the Solomon Islands, more than half of all men (56.0%) reported alcohol 
consumption.  The percentage of binge drinking among men in the Solomon Islands 
is quite high (25%) as is taking between 3-11 standard alcohol drinks a day (The 
Solomon Islands National Statistics Office, 2009). There is as yet no study to examine 
if alcohol consumption and sexual problems are correlated among Solomon Islands 
men.   
2.6.2 Co-morbid health problems related to sexual dysfunction 
Diabetic men tend to experience sexual and reproductive problems. Erectile 
dysfunction, decreased sexual desire, and orgasmic dysfunction are significantly 
associated with diabetes (Lewis, et al., 2010). Similar findings were noted in reviews 
conducted by Hatzimouratidis (2007), Malavige and Levy (2009) and research in 
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Australia (Holden, et al., 2010), Austria (Ponholzer et al., 2005) and elsewhere. A 
recent survey of 510 South Asian and European men in the UK selected men from 25 
primary health facilities, findings suggested that erectile dysfunction was significantly 
higher in men with diabetes compared to non-diabetics (84.4% versus 49.0%, 
p≤0.001). The prevalence of reduced libido was 26.9% and was significantly higher 
among men with diabetes compared those without diabetes (32.8% versus 22.5%, 
p≤0.01). Further analysis revealed that culture was also linked to the prevalence of 
sexual problems. For example, premature ejaculation and diabetes were both 
significantly more common among South Asian men compared to European men 
(Malavige, Wijesekara, Seneviratne Epa, Ranasinghe, & Levy, 2013).   
The prevalence of diabetes in the Solomon Islands has been estimated at 13.5% 
(WHO & Solomon Islands Government, 2010). Diabetes prevalence is greater in men 
compared to women. The onset of adult diabetes is increases by two to three fold as 
men age (WHO & Solomon Islands Government, 2010). Recently, the 2011 health 
report stated that the number of admissions related to diabetes at the National 
Referral Hospital in the Solomon Islands increased significantly since 2007 (The 
Solomon Islands Government, 2012). It is probable that some diabetic men in the 
Solomon Islands experience sexual and reproductive problems related to diabetes.   
There is a strong link between history of cardiovascular diseases and sexual 
difficulties. The MMAS study reported that erectile dysfunction was correlated with 
heart disease and hypertension. The probability (age-adjusted) of having erectile 
dysfunction among men who were treated for heart disease was 38%, and 15% 
among men with hypertension compared to 9.6% in the general population 
(Feldman, et al., 1994). A follow-up study (1995-1997) confirmed strong correlations 
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between erectile dysfunction and cardiovascular diseases. However, the association 
between hypertension and erectile dysfunction was not as significant as previously 
thought. More recently, in the GSSB study, men with a history of cardiovascular 
diseases including hypertension, heart disease, high cholesterol and having had a 
stroke were most likely to have erectile difficulty (Laumann, et al., 2005).  Holden, et 
al. (2010) also reported that men suffering from conditions such as cerebrovascular 
disease, cardiovascular disease, hypertensive disease, diabetes and depressive 
symptomology in the 12 months before the study were likely to report erectile 
difficulty (Holden, et al., 2010). Erectile dysfunction is considered an independent risk 
factor for cardiovascular diseases. Furthermore, diabetic men with erectile 
dysfunction are more likely to report coronary artery disease compared to men 
without erectile dysfunction (Gandaglia et al., 2013; Hatzimouratidis, 2007). A recent 
study found that hypertension was significantly associated with erectile difficulties 
(OR 2.48, p≤0.01) (Moreira, et al., 2005). Other studies have indicated relationships 
between the presence of cardiovascular diseases, the concurrence of STIs and other 
chronic diseases to RH dysfunctions among men. For example, there are correlations 
between STIs and non-pleasurable sex (OR=5.4) and between urinary tract syndrome 
and erectile difficulty (OR=3.7) (Laumann & Waite, 2008).   
Psychological disorders have a strong link to sexual dysfunction among men. Mental 
health problems such as depression, anxiety and stress are linked with premature 
ejaculation, erectile difficulty, lack of interest in having sex and inability to achieve 
orgasm by men in some regions of the world (Derby, Araujo, Johannes, Feldman, & 
McKinlay, 2000; Feldman, et al., 1994; Fugl-Meyer et al., 2004; Labbate & Lare, 2001). 
Laumann and Waite (2008) found that anxiety increases the lack of sexual desire, and 
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depression may cause, or be caused by, orgasm and erectile difficulty (Laumann & 
Waite, 2008). A person with depression will often experience loss of interest, lowered 
self-esteem, inability to experience pleasure or difficulty forming and sustaining 
relationships (Baldwin, 2001). This may mean that men who experience depression 
are less able to interact socially and sexually. Further, self-reported depression 
symptoms and taking depression medication were strongly associated with erectile 
dysfunction and prostate disease (Holden, et al., 2010). Martin, et al. (2012) reported 
that a diagnosis of depression, anxiety, or insomnia was associated with lower sexual 
desire (Martin, et al., 2012).    
There is little data on the prevalence of mental health disorders and problems in the 
Solomon Islands. Orotaloa and Blignault (2012) reported that the most commonly 
diagnosed severe mental health problems presenting to the Acute Care Unit at the 
National Referral Hospital in Honiara city were; schizophrenia, bipolar disorder and 
acute psychosis (Orotaloa & Blignault, 2012). A large proportion of the Solomon 
Islands population consult traditional medicine healers or church leaders for health 
care and only use Western medicine if the traditional or religious healing does not 
appear to be effective. A study of Kwaio on Malaita Island (one of the six main Islands) 
in the Solomon Islands revealed that socio-cultural beliefs and practices were barriers 
to accessing health care services among people in this community. People most often 
go to traditional healers to cure diseases before attempting to seek modern medicine 
(MacLaren, Asugeni, Asugeni, & Kekeubata, 2009). A master’s degree thesis by 
Straume (2009) explored knowledge and practices in relation health in a rural village 
on the island of Isabel. The author found that people in the village have incorporated 
both kastom beliefs (meaning cultural traditions and beliefs) with religious beliefs 
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and modern medicine. For example, people will use kastom medicine if the closest 
clinic runs out of modern medicine or the clinic is too far away, as the cost of hiring 
transport is very expensive (Straume, 2009). Sensitive issues such as sex are 
considered as taboo or kastom by people in the Solomon Islands. This silence about 
sexual problems exists at different layers in the community, and even health care 
workers do not feel able to talk about sexuality.   The associations between these 
beliefs and taboos and other related factors with sexual health problems may be 
difficulty to investigate in the Solomon Islands.  Nevertheless, it is important to 
develop strategies that promote the prevention of mental health disorders and 
related problems.   
2.6.3 Family/relationship factors 
Sexual enjoyment and problems are influenced by the social constructions of 
masculinity and femininity. Family and relationship factors such as quality of 
partnership, communication, attitudes, family structure, co-residence, family 
economy status and decision making may affect male’s and female’s sexual and 
reproductive health (Blanc, 2001). Laumann, et al. (1999) stated that non-married 
men and women were more likely to report symptoms of sexual dysfunction 
compared to married men and women. Men with erectile dysfunction and low sexual 
desire experienced decreased quality of life. Men in uncommitted relationships 
experience erectile difficulties more often than others indicating the importance of 
effective open communication and supportive with relationship (Laumann, et al., 
2005). The quality of family and individual relationships can affect the sexual and 
reproductive health function of men.   
 Chapter 2: Literature Review 45 
In the Solomon Islands Melanesian culture, the family is the center of most social 
activities. In this cultural setting, men tend to be the head of the household and 
makes decisions that affect all family members. For example, a recent study on 
violence against women in the country revealed that 38.5% of abused women versus 
20% of non-abused women said their husbands made health decisions for them. The 
prevalence of sexual violence was found to be very high (64%) among the study 
female participants (The Secretariat of the Pacific community, 2009). The report 
further stated that sexual violence was more common than physical violence and 
quite high in Honiara compared to other provinces. However, when it comes to 
reproductive health problems as a possible precursor for sexual violence; the report 
did not include any in-depth assessment. This needs to be investigated, as it is a 
critical issue to addressing sexual violence affecting women in the Solomon Islands. 
2.6.4 Community factors 
The community is a term that has many different meanings. Community is not 
restricted by geography (Muniz & O'Guinn, 2001). According to Muniz and O'Guinn 
(2001), there are three core components of community. The first is consciousness of 
kind, which is the intrinsic connection with one another and collective sense of 
difference from individuals not part of the community. The second is related to 
shared rituals and traditions including shared history, culture and consciousness and 
the third core component is the sense of moral responsibility or obligation to the 
community as a whole. These core components or factors affect the well-being of 
men and women within the community. With regards to sexual and reproductive 
health, some socio-cultural issues in the community are believed to influence men’s 
sexual practices and behavior. Studies have indicated gender inequality, toleration of 
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male promiscuity, cultural beliefs (Taboo) about sexual problems, patterns of 
inheritance and land ownership as some socio-cultural factors that influence sexual 
practice, behaviour, information seeking and service uptake (Adams, et al., 2013; 
Blanc, 2001; Muniz & O'Guinn, 2001; Savolainen, 2016). For example, living in remote 
areas or being from a non-English speaking background as well as culturally 
inappropriate health services have been found to be barriers to good reproductive 
health among Aboriginal males (Adams, et al., 2013; Holden et al., 2006). With 
regards to male reproductive health problems, very few studies have assessed the 
association of these socio-cultural factors with male sexual problems. 
In the past few years there has been growth in the diversity of health promotion 
activities including work to prevent STIs, HIV, domestic violence and non-
communicable diseases (Solomon Islands National AIDS Committee, 2012; The 
Ministry of Health and Medical service, 2011; The Secretariat of the Pacific 
community, 2009; WHO & Solomon Islands Government, 2010). However, very little 
research has been done to investigate the correlation between socio-cultural factors 
and health problems and practices in the Solomon Islands context. Men’s attitude 
vary regarding reproductive health problems, and these may be influenced by 
ethnicity, for example, a male from Malaita province often will not talk openly about 
his sexual problems with a female health care worker from the same province. It is 
very important to assess socio-cultural and ethnic determinants of reproductive 
problems and health-seeking practices among men so that culturally appropriate 
treatment and interventions can be designed to prevent and promote reproductive 
health services for men in the Solomon Islands.  
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2.6.5 Public health services for men 
Many studies on sexual dysfunctions have found that only a small number of men 
who experience problems actually seek or receive help or advice despite nearly half 
of them wanting support and care (Moreira et al., 2005a; Moreira, Glasser, Gingell, & 
Group, 2005b; Nicolosi et al., 2006a). Similar findings were noted in the GSSAB study, 
which revealed that a large number of men with sexual dysfunctions do not seek 
professional help. The most common reasons that men give for not seeking health 
care include its normal with aging/I feel comfortable the way I am, I didn’t think it is 
a serious problem/waiting to see if the problem goes away, not comfortable talking 
about it with doctors and think a doctor should ask patients about their sexual 
functions (Buvat, et al., 2009; Laumann, et al., 2009; Nicolosi, et al., 2006a; Nicolosi, 
et al., 2006b). Similarly, other earlier studies cited in Shepherd, Heke, and O'Donovan 
(2009), suggested that health-seeking behavior may be related to health care workers 
feeling uncomfortable with asking patients about their sexual functioning and lack of 
awareness of the extent of sexual problems among men attending clinics. Some 
health care workers may see sexual health problems as not important (Shepherd, et 
al., 2009). Adams, et al. (2013) reported that barriers to access reproductive health 
care services by Indigenous males include shame, lack of awareness and culturally 
inappropriate services. The authors’ argued that indigenous men were less likely to 
have a test for prostate cancer despite equal likelihood of attendance at the medical 
clinics (Adams, et al., 2013). Therefore, to promote RH seeking behavior among men, 
there is a need to study the factors that facilitate health-seeking behavior from a 
range of cultural backgrounds. In the Solomon Islands stigma and discrimination 
related to reproductive health problems are high, strong community networks 
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contribute to taboos and limited health care facilities may all negatively impact 
seeking.  
The study reported in this thesis would supplement the emerging literature on 
cultural and social factors influencing sexual health-seeking and utilisation.  
Furthermore, the RH barriers faced by Solomon Islander men may be different from 
those noted above.   
2.7 ADVERSE LIFE EXPERIENCES 
Sexual and reproductive health can be influenced by early life adversity (Najman, et 
al., 2005).  Adverse childhood experiences (ACEs) include 
 Abuse  such as emotional, physical and sexual,  
 Neglect  including emotion and physical, and  
 Growing up in households where domestic violence is witnessed, family 
members abuse of alcohol or drugs, mental illness, criminal behavior and 
where there is stress due to absent of a parent because of divorce or 
separation (Anda, Butchart, Felitti, & Brown, 2010; Bynum et al., 2011).  
ACEs constitute a public health problem that has significant negative short and long-
term impact on victims, families, communities and societies. Studies exploring the 
impact of childhood adversities on well-being of adults later in life have found strong 
associations between ACEs and physical health risk behaviours, mental health 
problems, homelessness and entry into the criminal justice systems (Brown et al., 
2009; Dube, Anda, Felitti, Edwards, & Croft, 2002; Hillis, Anda, Felitti, Nordenberg, & 
Marchbanks, 2000; Norman et al., 2012). These associations are important because 
physical abuse, emotional abuse, physical neglect, sexual abuse, imprisonment of a 
family household member, exposure to community and peer violence, single parent 
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families and/or family history mental illness have been recognised as risks associated 
with various critical illness and early death (Larkin, Shields, & Anda, 2012). 
Furthermore, the number of ACEs experienced (“dose”) during the first 18 years of 
life strongly predicts many health and social problems during adulthood. For 
example, an individual who experienced 4 or more ACEs have 4 to 12 times increased 
risk for alcoholism, drug abuse, depression and suicide compared to individuals who 
don’t experienced ACEs (Felitti et al., 1998).   
Studies investigating associations between ACEs and adult health morbidity and 
mortality have mostly occurred in the developed countries and more recently in the 
heavily populated developing Asian countries (Bynum, et al., 2011; Dunne, Chen, & 
Choo, 2008; Dunne et al., 2015; Fang et al., 2015; Kessler et al., 2010; Ramiro, Madrid, 
& Brown, 2010). A recent review found child maltreatment to be prevalent in the East 
Asia and Pacific island region with children experiencing maltreatment having higher 
risk of physical and mental health problems, risky sexual behaviour, and increased 
exposure to violence (Fry, McCoy, & Swales, 2012). A multi-country study on men and 
violence in Asia and Pacific reported a high prevalence of childhood emotional abuse, 
physical abuse, sexual abuse and witnessing violence inflected on their mothers (Fulu 
et al., 2013). Most studies carried out in the Pacific islands focussed on individual 
categories of childhood abuse and their impacts, in particular regarding physical 
abuse, sexual abuse and emotional abuse. Research into a broader range of ACEs in 
the least developing countries of the Pacific island countries (including Solomon 
Islands) is limited due to low resources and a lack of financial support for research.   
There is growing evidence that links health-harming behaviours, poor mental well-
being and physical health to chronic adversities during the early critical stage of 
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childhood development. These chronic stressful life events are characterised as toxic 
stresses and impact the allostatic load that is the wear and tear of the body through 
repeated cycles of stress. As the body continues to respond to repeated or chronic 
stress, such as ACEs, it leads to impaired mental and physical health later in adult life 
(Gilbert et al., 2015; McEwen, 2012; Shonkoff, Boyce, & McEwen, 2009; Shonkoff, 
Richter, van der Gaag, & Bhutta, 2012).   
The prevalence of ACEs and subsequent effects on men in the Solomon Islands is 
unknown. A recent study in the Solomon Islands found that 37% women aged 15-49 
years had experienced child sexual assult before the age of 15 years (The Secretariat 
of the Pacific community, 2009). Improving understanding of the effects of ACEs 
among men in the Solomon Islands is an important goal of this study.   
2.8 REPRODUCTIVE HEALTH AND HEALTH RELATED QUALITY OF LIFE 
Men’s reproductive health problems (including sexual dysfunction and LUTS) have 
significant impacted on men’s quality of life. WHO defined QoL as a person’s 
perceptions of their position in life in the context of the culture and value systems in 
which he/she lives and about their goals, expectations, standards and concerns 
(World Health Organisation, 1997, p. 5). QoL affects an individual’s psychological 
state, physical health, social relationships, environment and personal culture and 
religious beliefs. Studies have shown that stressful life events such as experiencing 
the death of a spouse, divorce, reproductive health problems and loss of employment 
have effects on QoL in terms of poor health status, psychosocial and emotional well-
being and breakdown in relationships (Laumann, et al., 1999; Montorsi et al., 2010). 
A multinational study among males in Europe, and North and South America found 
that men with erectile dysfunction with co-morbid medical conditions such as, 
 Chapter 2: Literature Review 51 
diabetes and depression have lower QoL (Rosen et al., 2004). A review by  Rosen and 
Althof (2008) noted that premature ejaculation has a significantly negative impact on 
psychosocial, QoL and personal, intimate relationship between men and their 
partners. The impact of premature ejaculation and erectile dysfunction must be 
considered as a couple’s problem. However, many men with reproductive health 
problems will not talk with a partner about their problem/s. Some may blame their 
partners and may not want to have an intimate sexual relationship. Awsare et al. 
(2008), reported that anxiety about prostate screening and waiting for the result is a 
stressful event in an individual’s life which can affect health-related quality of Life 
(HRQoL) (Awsare, et al., 2008). HRQoL refers to an individual’s physical, functional, 
psychological, emotional, social function, mental and overall well-being (Centers for 
Disease Control and Prevention, 2000; Chen, Li, & Kochen, 2005). A few studies have 
found significant negative correlations between sexual difficulties such as erectile 
dysfunction and premature ejaculation and HRQoL (Sanchez-Cruz et al., 2003). 
Modifying the risk factors for reproductive health problems will have positive 
consequences for men’s reproductive HRQoL and overall QoL. The relationships 
between HRQoL and severity of male reproductive health problems will be 
investigated in this study. 
2.9 CONCEPTUAL MODEL FOR THIS STUDY 
Many theoretical models are used in the field of Public Health to investigate the 
complex links between human behavior and psychosocial elements (Lucie, Gauvin, & 
Raine, 2011; Mitchell, 2011; United Ntions Programme for HIV and AIDS, 1999). A 
primary assumption in these models is that human behavior is influenced by both 
individual and social factors. Men’s reproductive health is a key aspect of a man’s 
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total health and is influenced by his personal behavior and the environment in which 
he lives.  This study adapted a modified version of the social ecological theory to 
investigate major influences of reproductive health problems and health-seeking 
behavior among men in the Solomon Islands (Fig.2.2). The model includes individual 
characteristics, personal social networks e.g. family, friends, institutional factors, 
community factors and public health services (Mitchell, 2011).     
The model in Figure 2.2 illustrates the conceptual framework that guided this study.  
As noted earlier, many individual, family, community and societal factors influence 
the quality of men’s RH and their health seeking behaviour. Based on the findings 
from the literature review, the modified model and through consultations with key 
stakeholders in the communities of Honiara, a survey conceptual framework was 
developed (see Figure 2.3). According to the model, the factors which influence 
men’s reproductive health are grouped into a circle of inter-correlated factors.  These 
variables range from  
 Demographic characteristics such as age, gender, marital status, level of 
education and employment; 
 Social behaviour including betel nut chewing, smoking, alcohol use and drug 
use, traditional practices; 
 Adverse life experiences such as adverse childhood experiences and recent 
stressful life events;  
 Co-morbid health problems such as diabetes, heart diseases, stroke, and 
sexual dysfunctions;  
 Mental health including depression, psychological distress and mental well-
being; and  
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 Access to health care services including modern and traditional medicine.   
These factors have been identified in the review of literature to contribute to sexual 
dysfunction and prostate cancer among men globally. This model collapsed all the 
layers in the social ecological model into one layer. In the context of this study, the 
model highlights the importance of connecting the researchers with study 
participants regardless of their cultural, educational and age differences. This model 
helped in the formulation of the research aim, questions and development of the 
research methodology. 
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2.10 RESEARCH AIM AND QUESTIONS 
The aim of the study was to investigate the prevalence and psychosocial and cultural 
determinants of reproductive health problems and service utilization among men in 
Honiara, Solomon Islands using a mixed-methods approach. Although sexual and 
reproductive health literature is abundant globally, knowledge gaps exist. For 
example, the only study which used a mixed-methods approach to investigate sexual 
dysfunction among indigenous men was done by Adams, et al. (2013). In this study, 
the authors focused more on erectile dysfunction and associated sexual health-
seeking behavior in Australia. Investigations to understand indigenous men’s 
attitudes towards sexual difficulties and their health seeking behavior using a mixed-
methods research amongst smaller Pacific island countries are limited.  
The research reported here was guided by the social ecological model to develop a 
conceptual framework (Fig.2.3) to assess the factors and their correlations with 
reproductive health for men. The findings from this mixed-methods approach may 
improve our understanding of the RH problems and barriers that influence 
Melanesian men’s help seeking and ways to address these issues.   
This study aims to answer the following questions: 
1. What are men’s awareness towards RH problems in particular to prostate 
disease and sexual dysfunctions? 
2. What are the barriers to RH access and facilitation to RH care among 
Solomon Islands men? 
3. What is the prevalence of RH problems in particular, erectile dysfunction, 
premature ejaculation, orgasm dysfunction, desire dysfunction and 
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symptoms of prostate disease among men of 18 years and above in 
Honiara, Solomon Islands? 
4. What are the demographic factors, social behavior, adverse life 
experiences, and health problems associated with men’s reproductive 
health problems in Solomon Islands? 
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Chapter 3: Research Design 
This research project was implemented using mixed-methods design consisting of 
four main stages:  
 Developing the study conceptual framework,  
 Qualitative interviews,  
 Quasi-randomized quantitative survey, and  
 Conclude with data analysis and integration.  
Combining qualitative and quantitative methodologies provides a holistic approach 
to examine complex issues and captures the diversity of men, families and 
communities (O'Cathain, Murphy, & Nicholl, 2007; Tandon, Parillo, & Keefer, 2005). 
Reproductive health is both qualitatively and quantitatively affected by social and 
ecological conditions (Abdesslam, 2011). Due to the sensitivity of the topic, 
integrating the qualitative and quantitative methods provides a deeper and more 
comprehensive understanding of the RH problems faced by Solomon Islander men  
(O'Cathain, et al., 2007).   
The research process began with the investigator identifying the main issues through 
a desktop literature review and stakeholder consultations in the Solomon Islands. 
Then, a conceptual framework was designed to guide the study. The next stage 
involved the integration of the mixed methods, starting with stage two, the 
qualitative methods. This stage involved in-depth interviews and focus group 
discussions. The qualitative (stage two) data were used to inform and shape the 
development of the quantitative survey tool, in preparation for a survey that was 
  
























Figure 3.1 Research flow chart 
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conducted from June to August 2014. The overall design of the research is 
summarized in Figure 3.1. A key feature of this mixed-methods study design was face-
to-face interviews to gather the data in both the qualitative and quantitative stages. 
3.1 DEVELOPING CONCEPTUAL FRAMEWORK FOR THE STUDY (STAGE 1) 
The first phase of begins with a literature review and stakeholder consultations in the 
Solomon Islands. The stakeholder consultations were to inform relevant 
organisations in the Solomon Islands about the study and to gain their suggestions 
for study questions and protocol, and their support to conduct the study. 
Key stakeholder consultations  
A key challenge for this study is that men’s sexual problems are considered as kastom 
or taboo. Researching a taboo subject can cause emotional distress or perhaps 
reluctance among men in these communities. It was vitally important to maintain 
respect for diverse cultural values, and beliefs. Adams, et al. (2013) described similar 
experiences when studying sexual and reproductive health problems among 
indigenous men in Australia (Adams, et al., 2013).   
The consultations with the key stakeholders were undertaken to build relationships, 
get support, and enable the investigator to gain a deeper understanding of the issues 
and services provided for men in the Solomon Islands. These consultations helped 
the investigator to get a clear understanding on how to tailor the study protocol with 
respect to the sensitivity of the issues in the Solomon Islands.   Consultations were 
conducted with twelve key stakeholders. They were drawn from different 
government and non- government organisations dealing directly with reproductive 
health care including clinic managers, health promotion officers, policy makers, 
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community leaders, and non-government organizations (NGOs) in the country (refer 
to the list on the appendix D).  
Consultations were conducted with clinical nurse managers at three sentinel clinics 
in Honiara. The purposes were to capture a general understanding of the 
reproductive health problems presented at these clinics and the uptake of health care 
services by men within their catchment areas. Consultations were also held with 
women leaders in three NGOs [Family Support Centre, Christian Care Centre and 
Young Women Christian Centre] that provided support for women who have been 
victims of domestic violence. The aims were to investigate the views of women 
regarding men’s sexual and reproductive issues, identify factors associated with male 
sexual dysfunction and sexual intimacy among women and their male partners and 
to document strategies that were taken by these NGOs to support women to resolve 
some of these issues. Consultations were held with the Deputy Director, Solomon 
Islands Nursing Council, Reproductive Health Director, Ministry of Health and Medical 
Services and Health Director, Honiara City Council.  The purpose was to investigate 
the views of the Solomon Islands Ministry of Health and Medical Services regarding 
policies and programs targeting men’s reproductive health. The chief investigator 
conducted the consultation interviews, (see Appendix D). 
3.2 STUDY SITES 
The research was conducted in the capital city (Honiara). It is the central 
administrative, educational and economic hub. Honiara is located on the island of 
Guadalcanal and had a total population of 64,609 in 2009 with a growth rate of 2.7%.  
The population consists of indigenous people from the nine provinces in the Solomon 
Islands, a Chinese community and other expatriates (Hou & Kudu, 2012).   
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Honiara was selected for this study following consultation with the principal 
supervisor and extensive in-country key stakeholder consultations. The following 
criteria were used in selecting this study site:  
 Geography of Solomon Islands,  
 Ethnic diversity,  
 Cost of conducting field surveys in remote locations and  
 Access to health care services.  
Within Honiara city, there are twelve civic districts or wards. These wards or districts 
formed the clusters and out of these twelve clusters, 4 clusters were randomly 
selected for the survey. The four clusters selected were; Panatina, Naha, Mbuburu 
and Rove/Lengakiki wards. Two of the wards are located on the Eastern side 
(Panatina and Naha) and the other two are on the Western side of the city (see a map 
of Honiara in Appendix H). 
3.3 QUALITATIVE RESEARCH METHODS (Stage 2) 
3.3.1 Study sample and data collection methods 
The aim of the qualitative stage was to;  
 Generate in-depth understanding about males’ awareness, beliefs, and sexual 
health service practices among the male population.   
These interviews guided the researcher to develop the conceptual framework, which 
then lead to the development of the quantitative survey instrument. The chief 
investigator is a Solomon Islander male, who is aware of the importance of respecting 
cultural beliefs and building relationship and connectedness between the researcher 
and the men in the communities (Adams, et al., 2013; Chilisa & Tsheko, 2014; 
Maclaren, 2006). In most Pacific Islands Melanesian communities including Solomon 
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Islands, men are often reluctant to talk openly about sexual matters. The qualitative 
interviews gave these men the opportunity to express themselves. It was noted from 
the private interviews that most men talked openly about their sexual difficulties and 
this was achieved by the researcher interacting with these men in the local language, 
at their level of understanding and encouraging them to talk openly in a related 
manner. 
The participants were males aged 18 years and above.  Convenience sampling was 
used to recruit participants for the in-depth interviews and focus group discussions 
(FGDs), (Curry, Nembhard, & Bradley, 2009; Elizabeth A. Kemper., Sam Stringfield., & 
Charles Teddie., 2003; Tandon, et al., 2005). Participants were recruited at clinics, 
church gatherings, community stores, the central market and a training academy. The 
chairperson in the communities facilitated visits to the communities, while in the 
training academy, the program coordinators facilitated visits. The chairperson 
identified men for the FGDs in the communities; the program coordinators identified 
men for the FGDs at Solomon Islands National University. Males who were interested 
in participating and met the age criterion were interviewed. The 18 interviews and 
three FGDs took place in a variety of convenient and private places.  In the 
communities, the interviews and FGDs took place under a tree, on the soccer field or 
in the community hall. In the training academy, the interviews and FGDs were held in 
a classroom.  Confidentiality was assured, and written consent was obtained from 
each participant before the interviews and FGDs.   
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3.3.2 In-depth interviews 
A total of 18 in-depth interviews were conducted guided by the principle of 
theoretical saturation (Glaser & Strauss, 1967). The participants included men from 
different ethnic backgrounds, life experiences and came from different provinces in 
the Solomon Islands. The interviews were conducted in various locations (eastern, 
central and western areas of Honiara city) that were convenient to the participants, 
such as at their homes, markets area, church area and schools and along the streets. 
The chief investigator conducted the interviews. Discussions were voice recorded 
complimented by field notes. Each interviewee received a sum of $50.00 SBD ($7.25 
AUD) to compensate for his time as a sign of appreciation.   
The face to face interviews were guided by the following:   
 Brief background information about the participants,  
 Participants’ beliefs, attitudes and behavior towards sexual dysfunction, 
 Barriers and sexual health services for men,  
 Prostate cancer,  
 Social support, and  
 Possible solution to men sexual health problems (guiding questions are shown 
in appendix F).   
3.3.3 Focus group discussions 
Focus group discussions are a popular method of data collection in health research 
(Tandon, et al., 2005). This approach helps to enrich awareness of cultural and 
indigenous perspective of Solomon Islander men regarding their RH knowledge and 
practices. The participants were purposively selected from diverse groups in the 
target population. Three FGDs were conducted and lasted from one to one and a half 
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hour for each session. Each FGD session consisted of eight men from communities 
and organizations. These FGDs discussions were guided by the following questions:  
Table 3.1 Focus group discussion guide 
 What are the sexual and reproductive problems that men in the Solomon Islands 
face?  
 Is sexual dysfunction a real problem among men in the Solomon Islands?  
o How do you know this?  
o Why or why not?  
 How do men know about sexual dysfunctions?  
 Do men in Honiara know about the risk factors for sexual dysfunction?  
 Do men in Honiara seek help for sexual dysfunction?  
 Whom do men discuss their sexual and reproductive health (SRH) problems 
with?  
 Are there places available where men can talk about their SRH problems?  
 Do men talk to their doctor/health care worker about SRH problems?  
 How does sexual dysfunction affect the quality of men’s relationship?  
 How often do men have health check-up?  
 How can we help men with SRH problems?  
 How can we men feel comfortable talking about their SRH problems?  
 
The principal investigator facilitated the focus group discussions, (see appendix E). 
The naturalistic approach and integrating both emic and etic approaches in the early 
stages of this research created rich, in-depth knowledge and provided insights into 
the experiences of men about reproductive health (Chavez & Canino, 2005). 
3.3.4 Qualitative data analysis: (face to face & focus group discussions) 
A content analysis approach was adopted for the data analysis (Hsieh & Shannon, 
2005; Mayring, 2000; Priest, Roberts, & Woods, 2002; Woods, Priest, & Roberts, 
2002). The qualitative data comprised of the verbatim transcriptions of all FGDs and 
in-depth interviews. These transcriptions were entered into the NVivo 10, software 
for analysis. The investigator reviewed the transcripts and identified phrases or 
statements on the first impression to generate initial nodes. All the statements were 
fitted into existing themes (nodes) and any text or statements that did not fit into the 
initial existing categories was given a new code (node) (Hsieh & Shannon, 2005). The 
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findings from analysis were compared using structured comparisons to identify 
specific issues relevant to subgroups of participants; for example, different issues 
raised by younger and older participants or by those with different education levels.  
Further, the findings offer evidence to support or not support current literature 
(Hsieh & Shannon, 2005).   
This analysis resulted in five (5) concepts;  
1. Lifestyle factors,  
2. Socio-demographic characteristics,  
3. Co-morbid health problems,  
4. Stressful life events, and  
5. Health care services availability.   
The outcome of this process was the development of the Wantok conceptual 
framework (Figure 2.3) that guided the study. During the analysis of the in-depth 
interviews and FGDs, similar concepts were merged. This merging resulted in the 
following three core thematic categories (nodes):   
1.  Knowledge and awareness toward reproductive health problems,  
2.  Access to reproductive health services,  
3.  Way forward to improve men’s reproductive health. 
The overall process of the qualitative analysis using NVivo 10 is shown in Figure 3.2.  






















Figure 3.2 Processes used in NVivo 10 in this project 
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discussed in the next section). The detailed findings of this stage are presented in 
chapter 4.   
3.4 QUANTITATIVE SURVEY METHODS (Stage 3) 
3.4.1 Development of survey instrument 
Because of the high cost associated with developing and validating new survey 
instruments, and the availability of validated tools internationally on reproductive 
and sexual health, the researcher selected measures based on the findings from the 
literature review and the conceptual framework outlined in Figure 2.3. A draft 
questionnaire was tailored to suit the Solomon Islands context after it was field tested 
with 20 men in Honiara before the actual survey. In this process of developing the 
questionnaire, the study incorporated both insiders’ views (emic) and scientific 
researchers’ view (etic) on the questions to be asked in the survey.  The use of emic-
etic approach was to ensure a balance between participant’s involvement in 
instrument development and the scientific perspectives (Onwuegbuzie, Bustamante, 
& Nelson, 2009). Figure 3.3 below describes steps in the development of the survey 
instrument used in the study:  
Initial instrument development 
The findings from stakeholder consultations and qualitative interviews were 
integrated with further search of the literature to identify appropriate measures.  The 
initial survey instrument consisted of the following variables: Demographic 
characteristics, General health and lifestyle, Psychological distress levels (K-10), 
Quality of life (WHO-QoL-Brief), WHO-Adverse Childhood Experiences (WHO-ACE-
IQ), Stressful Life Events, I-PSS, IIEF-15, Health seeking behaviour and views about the 
survey. 
  























Figure 3.3 Survey instrument development 
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Review of initial questionnaire 
The purpose of this step was to evaluate the content validity (face validity) of the 
draft questionnaire (Onwuegbuzie, et al., 2009). The supervisory team (Primary 
Supervisor and 2 Associate Supervisors) reviewed the draft. The supervisory team 
assessed the readability, comprehensive and ambiguities of the draft. Any ambiguous 
items were revised or excluded from the questionnaire. The following domains were 
excluded; WHO-QoL-brief and Life stress. However, the following variables were 
included; WHO (FIVE) well-being index, Stressful life events (SLEs), Psychological 
distress (K-10), HRQoL (SF-6D) and Fertility. These scales were included to assess the 
correlation between men’s mental health and sexual dysfunction.  The revised 
questionnaire consisted of eight sections (Table 3.2).  
Table 3.2  Revised questionnaire  
Components Description 
Socio-demographics The demographics, general health and lifestyle were 
compiled using the 2006/2007 Solomon Islands National 
Demographic and Health Survey.  It was one of the pilot 
health and demographic study conducted in the Pacific 
by the South Pacific Commission in 2006/2007.  This 
study was a nationally representative study of almost 
6,000 men and women aged 15-49 years (The Solomon 
Islands National Statistics Office, 2009).   
Sexual difficulties Reproductive health problems (sexual dysfunction) 
were investigated using the international index of 
erectile function (IIEF-15)(Rosen et al., 1997).  The IIEF-
15 was a validated and the most commonly used 15-
item questionnaire that assessed erectile function, 
orgasmic function, sexual desire and sexual satisfaction 
in men.  Many researchers in the Western and Asian 
countries have used this instrument to measure the 
prevalence of sexual dysfunction.  The instrument was 
linguistically validated and translated into more than 
ten languages. It was found to be psychometrically 
sound (Rosen, et al., 1997; Rosen & Seftel, 2008). 
Lower urinary tract 
symptoms (LUTS) 
LUTS were assessed using the International Prostate 
Symptom Survey (I-PSS).  The seven questions in the I-
PSS were the same as the American Urological 
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Association (AUA) symptom index which categories 
urinary symptoms as mild, moderate and severe.  The 
questions in the I-PSS were based on the following 
urinary symptoms: (1) Incomplete emptying; (2) 
Frequency; (3) Intermittency; (4) Urgency; (5) Weak 
stream; (6) Straining; (7) Nocturia.  The I-PSS internally 
consistent (Cronbach’s α=0.86) and the test–retest 
reliability (r=0.92) were high (Rosen & Seftel, 2008).  
Psychological distress 
(K-10) 
The Kessler Psychological Distress Scale (K10) was 
designed by Kessler and Mroczek, Institute for Social 
Research, the University of Michigan in 1992 and was 
developed for screening populations on non-specific 
psychological distress (Kessler et al., 2002)3.  This scale 
has good strong psychometric properties and has been 
used in WHO World Mental Health Surveys and annual 
government health surveys in Australia, USA, Canada 
and Asia.  In this study, the K10 scores were categorized 
using the Australian Bureau of Statistics score and 
categorization; 10-15 low, 16-21 moderate, 22-29 high 
and 30 -50 very high.  
Adverse childhood 
experiences (ACEs)   
Information gathered from the qualitative interviews 
indicated that males in the study population might have 
been abused as they grew up in the communities and 
their homes where violence is quite common.  Adverse 
Childhood exposures were assessed using the World 
Health Organization - ACEs-IQ4. 
This instrument assesses 13 categories of adverse 
childhood exposures (abuse and household 
dysfunctions) in the homes and communities.  These 
exposures include Childhood abuse (Psychological, 
physical abuse, sexual abuse) and household 
dysfunctions (substance abuse, mental illness, 
household member treated violently and member 
imprisoned).  The purpose of this instrument was to 
assess the prevalence and possible associations between 
ACEs and sexual difficulties among the study 
participants.  The instrument has been used by WHO and 
its partners to assess the childhood adversities globally. 
A recent study in Vietnam was the first in East Asian 
population to use the ACEs-IQ tool (Tran, Dunne, Vo, & 
Luu, 2015) 
                                                 
 
3 Available at http://www.abs.gov.au/ausstats/abs@.nsf/Lookup/4817.0.55.001Chapter92007-08 
4 Available at 
http://www.who.int/violence_injury_prevention/violence/activities/adverse_childhood_experiences
/en/ 
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Stressful Life Events 
(SLEs) 
The life stress instrument adopted in this study 
consisted of questions/statements collected from 
validated stressful life events questionnaires (Christie-
Seely, 1983; Gray, Litz, Hsu, & Lombardo, 2004; 
Holmes.T.H & Rahe, 1976).  The 20 statements selected 
were based around the conceptual framework adopted 
for the study and common themes derived from the 
qualitative interviews.  The instrument assessed 
exposures to stressful events such as family, financial, 
relationship and environmental problems, which are 
relevant to the Solomon Islands context.  The 
instrument used dichotomized scale (Yes/No) to assess 
the life events in the past 12 months and during 
lifetime, with a maximum score of 20.   
Well-being or Positive 
Mental Health (WHO 
5) wellbeing index 
The well-being or Positive Mental Health (PMH) of the 
participants was measured using the WHO 5 Mental 
Well-being index. The 5-item instrument was designed to 
assess the positive feelings of a person in the past two 
weeks.  The participants were asked to rate their feelings 
from 0 (no time) to 5 (all the time) with a total score 
ranging from a minimum of 0 to maximum of 25.  The 
overall score is then multiplied by 4 to get the final score 
to a maximum of 100 (Dreger, Buck, & Bolte, 2014).  A 
score less than 50 is considered poor mental well-being. 
The WHO-5 has been translated into different languages 
and used in many community-based studies and found 
to be reliable and valid (Bech, Olsen, Kjoller, & 
Rasmussen, 2003; Dreger, et al., 2014; Li et al., 2014) 
Health-Related Quality 
of Life (HRQoL)   
The SF6-D is derived from the SF-36 and converted into 
six-dimensional health state classification system to 
measure Health-Related Quality of Life (HRQoL) by 
Brazier et al, 2002(Brazier, Roberts, & Deverill, 2002).  
The six-dimensions in the SF-6D include physical 
functioning, role limitations, social functioning, pain, 
mental and vitality.  This instrument is a continuous 
outcome measure anchored at 1 for full health and 0 
for dead (Brazier, et al., 2002; Braziera JE., Rowena, & 
Hanmerb.J., 2008).  These scores will enable an analyst 
to weigh years of life by their quality to produce a 
quality adjusted life year (Norman, Church, van den 
Berg, & Goodall, 2013). This instrument has shown to 
be feasible, reliable and valid in valuing the six-
dimensions of the SF-6D in studies conducted in 
Australia, UK, Asia and North America(Brazier, et al., 
2002; Braziera JE., et al., 2008; Cruz et al., 2011; Lam, 
Brazier, & McGhee, 2008; Lara N. Ferreira, Pedro L. 
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Ferreira, Luis N. Pereira, John Brazier, & Rowen., 2010; 
Norman, et al., 2013). 
 
Additionally, the draft questionnaire was reviewed by three local research assistants 
to ensure items in the questionnaire were culturally sensitive. With a few minor 
changes, the instrument was deemed culturally applicable to be used in the Solomon 
Islands.  
Field-testing of the revised questionnaire 
Pilot field-testing of the revised questionnaire was undertaken with 20 men from one 
of the selected clusters. The purpose of the pilot study was to test the fidelity of the 
draft survey instrument (Onwuegbuzie, et al., 2009). Furthermore, the pilot study 
was done to test the readability and how the participants respond and how they feel 
about the contents of the questionnaire. We also piloted the household sampling 
strategy. A simple random sampling method was used, in which every third 
household was selected, with recruitment using a door to door approach. Any man 
whose birthday is close to the date of the survey was interviewed. At the end of the 
face to face interviews, each participant was asked about their feelings related to the 
questions and to identify any sections of the instrument they felt were culturally 
insensitive.   
Reliability of the questionnaire 
Most of the scales adopted for the study have high reliability coefficient greater than 
α=0.7 (Kessler, et al., 2002; Rosen, et al., 1997; Rosen & Seftel, 2008). Bland and 
Altman (1997) noted that scales used as research instruments to compare groups, an 
α >0.7 is satisfactory (Bland & Altman, 1997). Since the questionnaire was translated 
into Solomon Islands Pidgin English, each scale in the questionnaire was tested for 
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internal consistency using Cronbach alpha reliability coefficient. The Cronbach alpha 
coefficient demonstrated high internal consistency for each domain of variables 
(Table 3.3). The Kessler Psychological Distress Scale (K-10) had an excellent Cronbach 
α of 0.852, WHO (FIVE) well-being index (0.921), Health-related quality of life (SF-6D) 
(0.859), International Prostate Symptom Survey (I-PSS) (0.854), and International 
index for erectile function (IIEF-15) (0.856).   
Table 3.3  Psychometric characteristic of the scales 
Scale № of items n Mean SD Alpha (α) 
K-10 10 20 14.65 4.99 0.852 
WHO-5 index 5 20 19.95 7.01 0.921 
SF-6D 6 20 9.45 4.94 0.859 
I-PSS 7 20 12.10 6.73 0.854 
IIEF-15 15 20 39.35 13.47 0.856 
 
3.4.2 Translation of Solomon Islands questionnaire 
Even though the main measures in the questionnaire have been validated and used 
in many countries, it may not mean that it will be valid in a new country, language or 
cultural setting (Gjersing, Caplehorn, & Clausen, 2010). Thus, there was a need for 
the questionnaire to be translated and adapted from the original English version to 
Solomon Islands Pidgin. One of the main challenges faced by researchers 
investigating different ethnic groups and cultures is obtaining cultural equivalence.  
Cultural equivalence meant ensuring the questionnaire evoked the same meanings 
in different languages and cultures (Chavez & Canino, 2005).  
This study adopted Flaherty et al (1988), five dimensions for translating instruments 
to achieve cultural equivalence. The following were applied:  
(1) Semantic Equivalence, this requires that each of the items in the 
questionnaire is similar to the cultural target group.   
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(2) Content Equivalence, refers to the contents of the instrument are 
relevant to the target group or population studied.  
(3) Technical Equivalence refers to the requirement that the original and the 
translated questionnaire must produce comparable data when used in 
different cultures.  
(4) Criterion Equivalence refers to whether the interpretation of the results 
gained from the study is similar when compared to established norms of 
each culture.  
(5) Conceptual Equivalence requires that the same theoretical construct can 
be evaluated in the different cultures involved (Flaherty et al., 1988).   
The study used both emic and etic approaches in the translation process to achieve 
the above dimensions (Chavez & Canino, 2005; Flaherty, et al., 1988; Matias-Carrelo 
et al., 2003). The questionnaire were translated forward and backwards using the 
WHO process of translation and adoption of instruments (WHO, 2014) and 
integrating elements of a cultural equivalence model for translating and adapting 
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3.4.3 Quasi-randomised survey 
Sample size 
The sample size was calculated using the Epi InfoTM 7 software 7.1.0.6, (CDC). The 
following procedure was used to calculate the sample size: on the home tab click stat 
Cal-then sample size and power then select population survey. The following 
parameters were used; the anticipated population of men with at least one type of 
sexual dysfunction is 30% (based on global prevalence estimates (Lewis, et al., 2010). 
Precision is 5%, the confidence level is 95%, the design and cluster effects are 1.0. 
The total number of households in Honiara based on the recent Solomon Islands 
family health and safety study was 14214 (The Secretariat of the Pacific community, 
2009). This gives a sample size of 316. Including compensation for anticipated non-
responses of individuals the total number of interviews conducted was 400.   
Study participants 
The study participants were males aged 18 years and above who were present in the 
randomly selected households in the four (4) wards. All men who were unable to 
communicate or cognitively impaired were not eligible to participate in the survey. 
Only one male in each household was selected to participate in the survey.  If the 
selected male was unable to communicate, the household was replaced with 
another. 
Multi-stage sampling 
In the Solomon Islands, there are no household addresses. Therefore, household 
selection in many locations could not be easily randomised. The sampling employed 
a quasi-randomized quota sampling consisting of the following procedures: 
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1st stage: Wards selection 
Simple random selection of four (4) wards to participate in the Study from 12 civic 
wards in the Honiara City Council. The names of each civic ward were written on a 
folded piece of paper and dropped in a box and randomly picked from the box (by 
the Chief investigator) and recorded. 
2nd stage:  Starting points and Selection of households  
Identification of starting points in each ward to select households using quasi random 
approach. Before the actual data collection, maps of the four selected wards were 
obtained from the census office in Honiara, Solomon Islands. These maps were used 
to identify the selected ward boundaries and select the starting points in each ward 
(see map in Appendix H). There were no street names in most of the civic wards in 
Honiara, so the closest household as the researchers entered the selected wards was 
taken as the starting point.  In each ward, there were two field research assistants. 
They were instructed to pick every third household on both sides of the road starting 
with the closest households from the starting point. 
Households were selected systematically using these points within the selected 
wards in Honiara city and every third (3rd) household was approached until the quota 
of 100 was reached in each ward. Due to resource constraints, there were no 
callbacks if no man was available in the households. Rather, the next closest 
household was approached.  
3rd stage:  Selection of male participants   
The next step was the selection of a male participant from selected households. At 
each of the household, an attempt was made to recruit males aged 18 and over. If 
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two or more males were present during the time of the survey in a household, the 













Figure 3.5 Quasi-randomised quota sampling process 
 
Data collection procedures 
The main survey was conducted between June and August 2014. A week before the 
implementation of this survey, a message informing men from the communities in 
the four wards was advertised during the health promotion radio program via the 
Solomon Islands National Broadcasting Corporation. The project promotional 
message was read at the end of each health promotion program during the weekdays 
from Monday to Thursday. This program lasted 15 minutes from 6:45pm-7:00pm.   
Based on the qualitative interviews and observations conducted by the chief 
investigator, a door to door approach was identified as the most culturally 
appropriate method of data collection. Further, in the Solomon Islands, literacy is 
quite variable, with fairly high basic literacy level but significant numbers of adult 
males have insufficient literacy to read long documents. Online methods were 
12 Honiara city civic wards identified 
Random selection 
of 4 civic wards 
Panatina ward Naha ward Mbuburu ward Rove/Lega ward 
100 households 100 households 100 households 100 households 
Selection one male participant aged 18 years and older from each household 
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deemed inadequate because of low internet coverage. The use of household-based, 
door to door approach to administering a face to face questionnaire approach 
allowed the researchers to explain thoroughly the importance of the research and 
ensure the confidentiality of the information given by the participants  
There were three local Solomon Islander male research assistants helping the chief 
investigator in the quantitative data collection. The three research assistants were 
registered male nurses who were trained by the chief investigator and had been 
involved in another research project previously. The researchers worked in pairs 
during the collection of data in each of the sites. The researchers used standard daily 
Pidgin language (Solomon Islands national language) to interview participants using 
the survey questionnaire. As noted earlier in the development process of the survey 
instrument; both versions in Pidgin language and English language were used in the 
questionnaire (see Appendix G). The face to face interviews were held at homes or 
any places around the house where the participants felt comfortable and private. The 
researchers ensured that participants who needed support or health advice were 
given suitable information and directed to the appropriate service providers in 
Honiara city. After each interview, the completed questionnaire was placed into an 
envelope and sealed in the presence of the participant. This was to demonstrate to 
the participant that information contained in the survey was kept confidential, 
treated with respect and viewed only by the research team.   
3.4.4 Quantitative data analysis 
Main outcome variables 
The main outcome variables included estimates of prevalence of erectile difficulty, 
pre-mature ejaculation, orgasm difficulty, low sexual desire, symptoms of prostate 
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diseases and ACEs. The study used the IIEF-15 to assess the prevalence of male sexual 
difficulties and the IPSS to assess the prevalence of prostate symptoms. The erectile 
difficulty was assessed using the IIEF-15 erectile instrument consisting of the 
following items: Q1, Q2, Q3, Q4, Q5, and Q15 (see Appendix G). The total score for 
the erectile domain was calculated by adding the scores for each item. A zero score 
indicated no sexual activity in the past four weeks. The score range for the erectile 
domain in the study was between 0-30. Since the study used a face to face interview, 
a zero score for each item is consistent and were not included in the analysis. 
 Pre-mature ejaculation (PE) was assessed using a single item (Q9) of the IIEF-
15.  This item was reworded to include ejaculation too early (over the four 
weeks when you have sexual stimulation or intercourse how often did you 
ejaculate too quickly?).   
 Orgasm difficulty (OD) was assessed using a single item (Q10) of IIEF-15.  Both 
PE and OD scoring ranged from 1-5. A high score indicated no difficulty.   
 Low sexual desire (LSD) was assessed using two questions (Q11 and Q12) of 
the IIEF-15. A low score indicated low sexual desire while a high score 
indicated an absence of low sexual desire.   
 The International Prostate Symptom Scale (I-PSS) was used to assess the 
prevalence of prostate symptoms.   
 The WHO international Adverse Childhood Experiences-International 
Questionnaire (ACEs-IQ) instrument was used to assess multiple adverse 
childhood experiences among the study participants. 
Analysis of the survey data was conducted in Statistical Package for Social Science 
(SPSS) version 22. The following steps were used: 
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a) Univariate analysis  
Descriptive statistical analysis was performed on the demographic characteristics, 
sexual dysfunction prevalence, ACEs, psychological distress, stressful life events, and 
drug risk behaviours and knowledge of prostate cancer. This was done to determine 
the frequency distribution of the study population in person, place and time.   
b) Bivariate analysis 
Bivariate logistic regression was employed to examine associations between 
reproductive health problems and demographic factors, risk health practices, ACEs, 
mental well-being, psychological distress, stressful life events. 
Continuous variables were tested for normality, and non-normal values were 
categorised or transformed. Other appropriate analyses were also done as well to 
examine any trends related to the findings. 
c) Multivariate analysis  
Multivariate logistic and linear regression analyses were performed to identify factors 
significantly and independently associated with sexual difficulties and severity. 
Multiple Linear Regression examined factors associated with sexual difficulties. 
Multivariate Logistic Regression examined predictors of LUTS.  Diagnostic tests 
including multicollinearity, tests of normality, model specification, heteroscedasticity 
and influential outliers were examined to confirm the statistical assumptions before 
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Table 3.4 Variable listing 
Possible determinants of RH problems and 
health seeking barriers (independent 
variables) 
Reproductive Health indicators 
(dependent variables) 
Demographic characteristics:  
Level of Education, Occupation, Religion or 
spirituality, Ethnicity, Location, Marital 
status, Intimate relationship quality 
 
Social behaviours:  
Alcohol, smoking, Betel chewing, sexual 
practice  
 
Adverse life experiences:  
SLEs and ACEs 
 
Mental health:  
Psychological distress, mental wellbeing, 
health related quality of life 
 
Co-morbid problems:  
Diabetes, Heart diseases, Stroke, 
Depression, STIs, Malaria, Sexual 
dysfunctions 
 
Health services:   
Public health policies, clinic services, 
traditional practice 
 Sexual dysfunctions (erectile 
dysfunction, ejaculation 
disorder, orgasmic disorder, 
low sexual desire),  
 LUTS, 
 Co-occurrence of sexual 
difficulties and severity, 
 ACEs. 
 
3.5 ETHICS APPROVAL 
The Queensland University of Technology Human Research Ethics Committee and the 
Solomon Islands National Health Ethics Review Committee approved the study 
protocol (Appendix B & C). All study participants were informed of the purpose, risks 
and benefits of the study. A plain language statement was developed with 
information regarding the purpose of study and its importance, the involvement of 
male participants and their roles, any risks and benefits of taking part in the study 
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and a statement that publications or reports will not mention any individual names 
of the participants. It was emphasised that participation is totally voluntary and that 
the participants have the right to refuse or withdraw at any time.  
Privacy was maintained at all times during the data collection by conducting the 
research in private places where no one else could listen to the conversation or 
observe behaviour. Confidentiality was maintained by using unique identiy numbers 
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Chapter 4: Qualitative Findings 
4.1 INTRODUCTION 
This chapter presents the voices of men regarding reproductive health problems and 
reproductive health services. Men with varying educational backgrounds, age, 
employment status, personal relationships and religious beliefs participated in three 
FGDs and 18 in-depth interviews. The primary intent of these qualitative interviews 
was to learn from men in Solomon Islands and to ensure that the subsequent survey 
included diverse perspectives and adequate consideration of the context of men’s 
sexual lives and their connection with relevant health services. The qualitative data 
presented in this chapter are the viewpoints of men, which aided the development 
of the survey instrument.   
4.2 CHARACTERISTICS OF PARTICIPANTS 
Almost half the participants in the one-to-one interviews and FGDs were young adult 
males aged between 18-29 years (47.5%). Similar proportions were aged from 30-39 
years or 40 years old and above. A little more over 55.0% of the participants were 
married, and almost two-third (57.5%) of the interviewees in the qualitative 
interviews were either studying at a tertiary institution or have completed tertiary 
education.     
The one to one interviews and FGDs questions were based on the literature review 
and consultations held with key stakeholders in the country. The participants for the 
interviews and FGDs were selected purposively and through snowballing technique.  
Interviews took place as soon as possible once a potential candidate was identified 
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and agreed to participate. Two FGDs were held at the Solomon Islands National 
University (SINU) campus, and one was held at a soccer field on the eastern side of 
Honiara for males who resided in the surrounding communities. Each of the FGDs 
consisted of 8 participants and their ages ranged from 18 to 60 years. Each participant 
was given $50.00SBD ($7.25AUD) in appreciation for their time taken to participate 
in the study. All interviews and FGDs were conducted in Solomon Islands Pidgin 
English and were digitally recorded with permission. At the end of each interview, 
participants were asked to describe their feelings about the process and issues 
discussed. Almost all interviewees said they felt comfortable talking about male 
sexual problems during the interviews. However, a few men mentioned not feeling 
comfortable during the early stage of the interviews but relaxed after ten to fifteen 
minutes.  Each interview lasted between 30-40 minutes and the FGDs lasted between 
60-90 minutes. The interviews were transcribed, edited and transferred into NVivo 
10 software for analysis. The following codes were used to categorise quotes: 
FGDs=Focus group discussion, IDI=individual in-depth interview, the numbers 
represent the participants’ identification and focus discussion group identification. 
The following were the main three themes identified regarding reproductive health 
problems faced by men in Honiara, Solomon Islands: 
 Knowledge and awareness of reproductive health problems, 
 Access to reproductive health services, and 
 Way forward to improve men’s reproductive health 
Within each of these themes, there were subthemes discussed by men. The first 
theme encompassed the following subthemes: lack of awareness about male’s 
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reproductive health problems, socio-cultural and religious beliefs about reproductive 
health, and effects of sexual problems on men’s sexual relationship.  The second 
theme included issues such as gender specific health care facilities, psychological and 
emotional barriers such as fear and shame, negative attitudes towards health care 
workers, and socio-cultural barriers. The third theme encompassed; re-orientation of 
sexual and reproductive health promotion and awareness progams and culturally 
appropriate settings in health care facilities for men. Most men in the group setting 
or individual interviews claimed that they did not experience any forms of sexual 
difficulties. However, they admitted hearing other men talking about these problems 
in their communities.   
4.3 KNOWLEDGE AND AWARENESS OF REPRODUCTIVE HEALTH PROBLEMS 
4.3.1 Lack of awareness about male sexual dysfunction 
The majority of participants believed that not all men and boys in the Solomon Islands 
liked to talk openly about reproductive health problems and other issues affecting 
their sex life. Most participants were aware of STIs and HIV.  However, knowledge 
was limited. Only a few men knew about sexual dysfunctions such as erectile 
difficulty, premature ejaculation, orgasm difficulty and low sexual desire.   For 
example, one participant interviewed commented: ‘The only sexual problems that I 
know about are syphilis and gonorrhoea’ (IDI, P3).   
Another male said, ‘I do not know very much about other conditions that affect the 
penis and testicles apart from gonorrhoea’ (IDI, P1).   
Many participants in the interviews were young men and most expressed similar 
sentiments during the FGDs. A young man in one of the FGDs mentioned, ‘A lot of 
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young men were not aware of these sexual problems. For example, releasing earlier 
(premature ejaculation), most men think that it is normal’ (FGD1, P5). 
Another male illustrated similar concerns when he stated, ‘There is a person back in 
my village that said he does not have any sexual feelings when he is with a female.  
Maybe he does not produce any sperm or maybe he has some problems in his body... 
ha ha, most men do not know about this problem’ (IDI, P10).  
In response to questions asking the participants about the prostate gland and its 
functions, the majority of men indicated that they do not know where the prostate 
gland is located in their body or its functions.   One participant said, ‘I do not know 
much about prostate gland and don’t know where it is located in the body’ (IDI, P2).  
Another participant said: I do not know where the prostate is located in the body and 
what it does. I have no idea about prostate cancer as well’ (IDI, P4). Another 
interviewee revealed, ‘I do not know anything about the prostate gland and where it 
is ...  Maybe it is part of the testicles? I don’t know’ (IDI, P10).   
The above narratives indicated the men interviewed had limited knowledge about 
reproductive health. The majority knew about the more common sexually 
transmissible diseases such gonorrhoea, syphilis and HIV, but knew very little about 
erectile problems, premature ejaculation, orgasm difficulty and low sexual desire.  
Some men said they first learned about it during the research interview and found it 
useful to do so. Only two of the male participants interviewed knew about the 
prostate gland and its function. Both related that most men were not aware of the 
function of the prostate gland and related RH infections in men. One of them said, ‘I 
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knew about prostate gland because I'm a health care worker, but most men would 
not know about it’ (IDI, P11). 
Some men may have experienced symptoms of prostate diseases but were not aware 
of it because they were not properly diagnosed. In the Solomon Islands, most 
confirmatory diagnostic tests for prostate infections were sent overseas (Australia). 
Often, treatment of the infection was based on the symptoms without the benefit of 
knowledge from the diagnostic tests. 
A few participants indicated that they knew that certain practices such as illicit drug 
use, alcohol, smoking and chewing betel quid might cause RH problems. Several were 
also aware that diabetes and heart diseases affect sexual dysfunction in men.  In one 
of the FGDs, most participants agreed that alcohol and illicit drug use contributed to 
the sexual dysfunctions. In the words of one participant: ‘I think alcohol will affect 
your reproductive health. Taking alcohol early and excess fats in the body can also 
affect your reproductive health. They also have problems with ejaculation and lower 
the sperm’ (FGD1, P2). Another participant echoed, ‘Alcohol actually delays the 
release of sperm. So I think it is contributing factor’ (FGD 1, P4).  Other participants in 
FGDs made similar statements, for example,  a young man said, ‘I think Marijuana 
lessens the interest to have sex’ (FGD3, P4). Another participant said, ‘I think age can 
affect the ability to have sex because I heard some older men are asking for 
medication to make their penis strong’ (FGD 3, P3).   
The use of traditional medicine to strengthen the penis appeared to be quite well 
known among men. One of the males in an FGD said, ‘I believe the use of traditional 
medicine to make the penis large and strong, can also result in the penis becoming 
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weak and unable to get an erection’ (FGD3, P6). Some men in the face-to-face 
interviews also mentioned similar issues; one of the males interviewed said, ‘I think 
some of the cause of these problems may be due to hormones not working properly.  
Another cause may be due to taking traditional or modern drugs to make the penis 
bigger or stronger, therefore, it affects them’ (IDI, P14). Another male expressed, 
‘Some men experienced such problems especially when they took drugs.  It delays the 
ejaculation and climax. Sometimes they do not experience climax at all’ (IDI, P17). 
One of the interviewees spoke about how related diseases, and early life adversities 
could have contributed to sexual problems when he said, ‘From what I know, I think 
diabetes can cause an erectile problem. STIs can also cause sexual problems if it is 
untreated for a long time. I also think maybe he must have been abused or exposed 
to sexual activities such as masturbation at a very early age’ (IDI, P15). 
So far, the findings addressed the issues embedded in the first theme (attitudes of 
men towards reproductive health). Most of the narratives appeared to indicate that 
the level of awareness about male reproductive health problems in the study was 
low. Interestingly, many of participants’ narratives illustrate experiences associated 
with the risk factors linked to sexual difficulties. A few men also spoke about 
experiences relating to early adverse life events. Importantly, most of these men 
were willing to talk and learn more about these problems.   
The next section focusses on the findings relating to social, cultural and religious 
influences on sexual difficulties. 
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4.3.2 Socio-cultural and religious beliefs about reproductive health problems 
Although Solomon Islands is going through a period of rapid socioeconomic 
transition, there are certain elements within the social, cultural and religious domains 
that remain unchanged. Narratives by participants indicated strong socio-cultural and 
religious influences on men’s reproductive health. Many participants expressed that 
men do not want to talk about these problems in public but that they can talk about 
it with very close friends because of taboos and religious norms among men in the 
Solomon Islands. For example, one of the FGD participants disclosed, ‘men do not talk 
about sexual problems because of cultural settings in the communities and because 
men think that people might hear about it and ask for compensation as it is a problem 
relating to his private life’ (FGD1, P3). Another man also shared similar sentiments, 
‘men/boys only talk about these issues with the best friends. They cannot talk about 
these problems with their parents because of our culture’ (FGD1, P6). Moreover, a 
young man interviewed noted, ‘I heard young boys talking about these problems 
among their peers, but they are not talking openly about it maybe because of their 
cultural beliefs’ (IDI, P17).   
Another interesting reflection was the link between the community and religious 
beliefs and men’s sexual problems or dysfunctions. One man stated, ‘In my village, 
there is a place traditionally allocated to men only. This is where issues relating to 
men are discussed, but issues relating to sexual problems are not discussed to the 
level that we are talking now’ (FGD1, P5). Similarly, in some churches issues such as 
male sexual problems cannot be discussed openly. As one participant admitted, ‘I 
think the church will be a good avenue. E.g., Seventh-day Adventist church has a 
health department, but I do not think they talk about these issues in the church 
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because of our religious beliefs’ (FGD2, P6). Likewise, a church pastor in another FGD 
conceded that: ‘We do not normally talk about this issue in the church.  Nevertheless, 
we can talk about this issue during religious campaigns’ (FGD3, P1).  
Some men in the study also believe in black magic or sorcery, which is a common 
practice in the Solomon Islands.  It involves the use of traditional and cultural rituals 
to cause harm or kill another person. Some practioners obtain something that 
belongs to the person of interest, offer it their gods, and asked these gods to kill or 
harm that person. The following are comments from participants about black magic 
or sorcery. 
‘I have a cousin brother that experiences his penis not becoming strong; he got 
married but cannot get an erection because someone within the village was not happy 
about the marriage.  It is a custom belief’ (FGD3, P7). 
‘I heard stories about some men who use green leaf or black magic to make other 
men not to get an erection. It is a cultural practice from my village. In most cases, this 
happens when a man did not marry a girl he wanted and was forced to have sex with 
another. (FGD3, P3). 
Another interesting comment was made by one of the participants about how 
overcrowding in homes could have contributed to sexual dysfunction; he said, 
‘Another issue causing ejaculating quickly is because of overcrowding in the homes.  
Because the couple does not have any privacy, so they just do it quickly maybe when 
having a shower. Another issue maybe because of the high level of hormone in his 
body that cause his sex drive or reduce his sex drive’. (FGD3, P4). 
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An older man, who said that he has six children living in a two-bed room house shared 
a similar experience. His youngest child was eight years of age and shared the same 
room with him and his wife. He mentioned that they had to find time to have sexual 
intercourse and most times, they have to do it very fast or have sex in the shower 
room when bathing together. 
In this current study, most narratives under this subtheme revealed insights into 
men’s personal, socio-cultural and religious beliefs about sexual dysfunctions.  While 
most men do believe that sexual difficulties are purely medical problems, a few 
believed that the cause may be related to black magic or sorcery. Overall, it is clear 
in this theme that men in Solomon Islands have a wide variety of beliefs and customs 
regarding reproductive health.  
4.3.3 Effects of male reproductive health problems on sexual relationship 
Some participants spoke about how sexual problems affect the quality of sexual 
experiences. Participants’ narratives indicated that sometimes sexual difficulties are 
linked with marital separation, anger and lack of trust between a man and his partner. 
One FGD member said, ‘I think domestic violence is related to the sexual problem. I 
think the issue of sexual problem does not respect anyone.  If the husband does not 
get an erection, the woman will be complaining. Therefore, it affects the quality of 
relationship’ (FGD1, P3). Another young male participant spoke of a separation 
because of erectile difficulties. He shared, ‘In a recently married couple, the husband’s 
penis never gets strong, so they end up going separate ways because of that problem. 
So yes, the issue of sexual problem affects the quality of marriage relationships’ 
(FGD1, P6).   
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In contrast, one male spoke about the sexual satisfaction that a man and his partner 
would experience in the absence of sexual problems. He shared, ‘There are situations 
where women and men enjoy their sexual relationship, and it will make their bond 
much stronger. The opposite can happen, if the man has any problem with his private 
part, e.g., if a woman’s sexual experience with another is better than her husband, 
she may leave him for that person. So I think sexual problems does affect the quality 
of a marriage relationship’ (FGD1, P1).   
Interestingly, most men interviewed expressed similar sentiments as echoed in the 
FGDs about the impact of sexual problems on men’s sexual relationship. A male 
interviewee admitted that ‘some men will not be able to have sex with their wife, and 
they will not be able to have any children’ (IDI, P1). Another young man said, ‘men 
will not enjoy having sex because the penis will become floppy’ (IDI, P11).  An older 
man in his 50s spoke of the impact of low sexual drive and desire as men aged. He 
said, ‘yes, I think it (sexual problem) affects sexual performance, sometimes when a 
man wants to have sex, you have to have it now, because if the woman delays or does 
not want to do that, his desire will ago away especially for men at my age (50-60 years 
old)’ (IDI, P13).   
Two men spoke of multiple sex partners (in the Solomon Islands, multiple sex 
partners are sometimes called O2, O3, O4 and so on) among women as a by-product 
of male sexual problems. One of them expressed, ‘a man will not able to have sex and 
it affects the relationship and sometimes the woman will not get interested in her 
man. I think this also happen especially among the young women if the husband’s 
penis cannot get an erection she may go and find another man with a strong penis. I 
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only heard it from the girls’ (IDI, P2). The other male said, ‘I believe sexual problems 
in men also contributed to multiple sex partners among women and men in the 
communities’ (IDI, P3). Another young man made an interesting remark about 
premature ejaculation when he said, ‘about early release by men will make them not 
to enjoy sex and satisfy their partners’ (IDI, P16). Additionally, another young man 
suggested that male sexual problems contributed to social issues between couples, 
he said, ‘it makes some men to became aggressive, frustrated and jealous’ (IDI, P12).  
Furthermore, as noted earlier by one of the participants in the FGDs (FGD1, P6), 
sexual dysfunctions in men can cause marriage break up. In the words of an 
interviewee, ‘it can cause dissatisfaction and may also cause a breakup in the family 
as a result of these problems’ (IDI, P12).   
As expressed by most men in the study, sexual difficulties experienced by men have 
the potential to cause negative impacts on their sexual relationships with their 
partners. Alternatively, men without sexual dysfunction or difficulties have claimed 
to be enjoying their sexual lives. A single man in his early 60s spoke about how he has 
been enjoying his sexual affairs with females; he said, ‘I’m a single man living by 
myself; I do not experience any sexual difficulties with my private part.  I’m enjoying 
myself, at least, every night I slept one female. They come to me because I give them 
what they wanted, bed and good sex’ (IDI, P5).   
The presentation of findings now proceeds to narratives around the second theme; 
barriers faced by men in accessing reproductive health services.  
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4.4 ACCESS TO REPRODUCTIVE HEALTH SERVICES 
Men mentioned gender-specific reproductive health services, psychological and 
emotional issues and socio-cultural issues as barriers to reproductive health care 
service utilisation by men in Honiara. Most participants felt that confidentiality and 
privacy in the healthcare facilities were barriers to accessing reproductive health care 
services. The majority of men mentioned that men’s sexual problems need to be 
managed in a socially, culturally, psychologically and emotionally acceptable clinical 
environment.   
4.4.1 Gender specific sexual health clinic 
Participants spoke of the lack of male-specific sexual health care facilities, male-
friendly environments and the lack of awareness about male reproductive health 
services as barriers to access. Furthermore, the stigma associated with reproductive 
health problems such as STIs and HIV makes it difficult for men to go to the clinics.  
Many respondents expressed sexual problems such as erectile difficulty, premature 
ejaculation, orgasm difficulty and low sexual desire as private issues and they were 
reluctant to talk about such issues with a female health care worker. Some men said 
that it is easier for the women to get help from the health care workers because most 
of the health care workers in the clinics are females. Men spoke about specific clinics 
for males. As one of the participants mentioned, ‘men will not want to go to the clinic 
if there is a female nurse working’ (IDI, P11). This was supported by another male 
saying; ‘there is no clinic for men’s sexual health problems’ (IDI, P12).  These 
statements reinforce that some men can only talk about sexual health problems such 
as sexual dysfunction with male health care workers.  In the FGDs a few men 
mentioned the need for specific men’s health care clinic as a motivation for men to 
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seek health care. For example, a young male in one of the FGDs said, ‘I think there is 
a need for a new group or organization dealing specifically with males/men only. I 
think most men do not want to the clinics because it is very public’ (FGD2, P2). He 
went on to say; ‘Maybe the clinic can open from 7:00 pm to late in the night to get 
men who are working during the day to the clinic’. Other groups of men echoed 
similar narratives. In the words of one participant, ‘Sexual problem (sexual 
dysfunction) is a real problem and most men in our community do not go clinic to get 
help. For example, in the Solomon Islands, our health service is only concerned with 
women. Those traditional healers, they are attracting more men to get the treatment. 
There is no place in the country to seek help in relation to men’ (FGD3, P1). Another 
male added, ‘Very small number of men went to clinics while most men just went 
directly to the retail pharmacies in town and just ask the pharmacist’ (FGD3, P3). 
Although, a few men in the qualitative interviews said that they sought health care 
services regarding STIs, HIV and sensitive health problems such as sexual difficulties 
at the general health clinics, almost all men acknowledged the need for having a 
health care service provider that specifically deals with male sexual dysfunction 
within the health care delivery system. Apart from gender-related barriers, 
participants suggested barriers associated with socio-cultural and psychological 
issues.  
This next subtheme, psychological and socio-cultural barriers is related to the 
individual internal barriers felt by the participants, and the societal barriers that exist 
in the communities. Men spoke of psychological factors as individual internal barriers 
such as fear, shame, and damage to reputation, stigma, lack of service awareness and 
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lack of sexual health knowledge. Attributes that were seen as socio-cultural barriers 
by the participants were primarily related to the community settings such as cultural 
taboos, traditional practices and social norms.   
Most participants agreed that socio-cultural beliefs and practice among men are 
important barriers to accessing sexual health services regardless of their health 
status. A few participants mentioned that it was culturally wrong for a man to talk 
and show his private part to a female nurse or someone else other than his wife or 
partner. For example, a man said, ‘The clinics should have both male and female 
workers to deal with such problems. I think our culture and custom have influenced 
men when dealing with our private parts. You cannot show your private part to 
another woman’ (FGD3, P1). Another respondent stated, I think culture is a barrier 
that prevents men from going to the clinics (FGD3, P4).   
Some respondents thought that an important factor was social norms surrounding 
men’s role in the family and communities. The issues affecting men’s reproductive 
and sexual life may be considered traditionally taboo to talk about it with another 
person.  One respondent said, ‘from my experience, most men will only go to the clinic 
when there is a painful experience. If there is no pain, they will not go to the clinic’ 
(IDI, P12). Another man reflected, ‘One of the problems I see among men is that they 
do not want to talk about such issues. They waited until the conditions become worse 
than they go to the doctor’ (IDI, P5). For most men in the study going to the clinics or 
health care facilities is the last resort. Most participants knew of someone who used 
custom or traditional medicine to treat sexual related problems.   A few participants’ 
believed that custom medicine cures some of the conditions, while others felt that 
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custom medicine does not cure medical problems. In the words of an interviewee, 
‘One of the barriers to men getting help from the clinic was most men used traditional 
medicine to treat their problems’ (IDI, P9). Another man said, ‘one of the difficulties 
faced by us in the rural areas is the clinic is quite far. So in our village, there is a person 
who is offering traditional herbs, and a lot of people are seeking help from him’ (IDI, 
P3). One man said he used traditional medicine to cure STIs and to make the penis 
strong. He mentioned that custom/traditional medicine is most preferred compared 
to western medicine; ‘I cured someone with a sexually transmitted disease. I asked 
him why he did not want to go to the clinic, and his response was his name appeared 
on the list, so he did not want to go’ (FGD3, P6).  Similarly, another man revealed, ‘We 
have a woman in our village who can give medicine to men with a weak penis and it 
can become stronger’ (FGD3, P7).  
The presence of traditional medicine practice in the context of Solomon Islands is a 
barrier to accessing modern medicine. While the use of traditional medicine has been 
justified by most men who have used it, the quality and concentration of the methods 
and medicine cannot be scientifically verified. Some males expressed concerns about 
barriers to accessing reproductive health care services because of shame and fear of 
been recognised by others in the community, or because a relative worked in the 
clinic. A man recounted how he felt about going to the clinic, I think fear is one the 
main barriers to men seeking prostate care and sexual problems (IDI, P11). Another 
man mentioned, ‘I think those who might have the prostate disease may be ashamed 
and maybe afraid to go to the hospital have the test’ (IDI, P14). Men in the current 
study alluded to deep-rooted fear and shame. One participant put it this way, ‘One 
of the problems I see among men is that they do not want to talk about such issues.’    
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Men also spoke about not knowing where to go for help and being ignorant about 
the health problems. Most men in the study did not know about sexual dysfunction 
such as erectile difficulty, pre-mature ejaculation, orgasm difficulty and low sexual 
desire. Very few participants knew about prostate gland, except for those men who 
were trained. One participant suggested, ‘Sometimes it's not only fear but most men 
were not aware of such services’ (IDI, P17). Another man said, ‘Men in the community 
are not made aware of the services and sometimes they think that they do not have 
any problems’ (IDI, P1). An elderly man who regularly travelled from his village to the 
city said, ‘I think especially for those of us in the rural communities; it is because we 
do not know anything about this problem that is why’ (IDI, P2). This was an indication 
of the low level of awareness among men participating in the study about male sexual 
dysfunction and prostate function.   
The narratives emerging from this theme appeared to indicate that psychological and 
socio-cultural barriers compound men’s fear, shame, and lack of awareness of 
reproductive health problems. The next subtheme focuses on the barriers around 
confidentiality and privacy in accessing reproductive health services. 
4.4.2 Confidentiality and privacy 
A participant recounted his experience of the health services saying, ‘From my 
experience, most clinic environments are not suitable for men to talk about sexual 
problems; there is no privacy in most clinics’ (IDI, P12). His comment reflected that in 
the clinic settings there are few private consultation spaces. In the Solomon Islands, 
the primary health care settings are open space with a table between the health care 
workers and patients. In the Honiara city council clinics, there are up to three tables 
arranged in just one consultation room. Another man shared his experience of the 
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health clinic. He said, ‘In one of the clinics that I went to, they normally call in three 
patients and the sitting arrangement is very close to each other. Therefore, most of 
the information that the other patients shared with the nurses can be heard by others 
in the clinic’ (IDI, P14). This was also reflected by another interviewee, who said, 
‘There is no privacy in most of the clinics. The clinics are just open space so the other 
staff can easily hear what you talked about with the nurse’ (IDI, P13). 
Confidentiality during consultations in the clinics was a serious concern for the men 
in the study. Given the close cultural settings and networks in the Solomon Islands, 
confidentiality was perceived as a barrier to accessing reproductive health services.  
This was reinforced by a male health worker when he said, ‘In our clinics, I don’t think 
they are set up to provide an environment that is convenient to talk about sexual 
problems’ (IDI, P13). Another male interviewee described how sensitive information 
about men’s sexual health problems can be heard by other health care workers, when 
he said, ‘I think the environment at the clinics is not really good, for, example, I will 
not be able to talk openly about the problem when there is more than one nurse at 
the consultation table in the clinic’ (IDI, P6).   
Most men in the current study recognised confidentiality and privacy in their 
interactions with the health care workers and other patients inside the clinics as an 
important barrier to accessing sexual health service. Building on this theme, the next 
theme examines suggestions and understandings to resolve some on the concerns 
raised regarding reproductive health services. 
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4.5 WAY FORWARD TO IMPROVE MEN’S REPRODUCTIVE HEALTH PROBLEMS 
Within the narratives of these two previous themes, participants discussed issues 
men’s reproductive problems in the Solomon Islands, they also exchanged views 
about ways forward to improve access and men’s level of awareness about RH. These 
narratives demonstrated associations with the following subthemes; re-orientation 
of sexual and reproductive health promotion for men and culturally appropriate 
settings in health care facilities. 
4.5.1 Re-orientation of sexual and reproductive health promotion 
Some men suggested the need for more awareness and health educational programs 
to be implemented in villages and urban communities.  
‘I think we need to educate our men about these issues’ (IDI, P17). 
‘More awareness in both urban and village communities’ (IDI, P14). 
‘More awareness among men telling them about these problems and the benefit of 
having a test’ (IDI, P15). 
Likewise, some men indicated the need to design sexual and reproductive health 
promotion programs addressing root social and behavioural determinants. One 
suggestion was to educate boys early in primary school. In the words of a teacher 
participant: 
 ‘I think if we talk about such issues in the primary schools it will help in breaking the 
cultural barrier. So it [RH education] would be good to include in the school 
curriculum’ (FGD3, P5). 
Another suggestion was for church leaders and elders to take a role in educating 
people, 
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‘I think changing the attitudes of our people require a change in mental because of 
the nature of our culture as well as religion. For example, churches need to get involve 
in teaching people about such issues. Another idea is to have it address during pre-
marital counselling. This problem needs to be talked about during pre-marital 
counselling’ (FGD1, P1). 
An interesting suggestion refer to a re-orientation of health activities that engaged 
older men to promote healthy living among younger males. As one interviewee 
suggested, ‘I think older men should advise young men to look after themselves’ (IDI, 
P8). Several men suggested the importance of older men taking leadership roles in 
promoting male sexual health.   
Broader and earlier education is seen by many men as a way forward to promote 
reproductive health. The narratives suggested, among other things, that there is a 
need to re-orientate sexual and reproductive health promotion activities for boys and 
men. As noted earlier, most men stated that cultural norms about sexual and 
reproductive health problems could act as barriers to accessing sexual and 
reproductive health services. Therefore, accessing culturally appropriate sexual and 
reproductive health care services is an important consideration. In the words of a 
young male participant in one of the FGDs, ‘One way to help men with these problems 
is to have a special clinic for men’ (FGD1, P3).   
4.6 ENRICHING THE QUANTITATIVE STUDY 
This is one of the first qualitative studies conducted among men in the Solomon 
Islands examining sexual dysfunction. The data offer an emic perspective of these 
men’s lives, their awareness and the barriers to accessing reproductive health care 
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services. These findings provide insight into the lived experiences of men about 
sexual dysfunction, barriers to accessing sexual health care services and ways to 
prevent sexual problems. As noted at the beginning of this chapter, the primary 
objective of the qualitative interviews was to explore and learn from men in the 
Solomon Islands. The primary aim was pragmatic, to ensure the quantitative survey 
instrument and data collection methods are culturally tailored and included diverse 
perspectives of men’s sexual lives and their actual experiences with health care 
services. Based on the findings from the in-depth interviews and FGDs, potential 
factors influencing men’s reproductive health problems were identified for inclusion 
in the quantitative survey. These findings were integrated with existing sexual 
dysfunction literature to help select validated instruments to measure reproductive 
health problems in the next phase of this study.   
Many men spoke about erectile problems, lack of sexual desire/interest and 
premature ejaculation. To examine the prevalence of these sexual problems, the 
study adapted the IIEF-15 scale by Rosen, et al. (1997). This scale was culturally and 
linguistically appropriate, that is, it has face validity. It has also been used in landmark 
studies globally; for example, the GSSAB by Laumann, et al. (2005) and the Men in 
Australia Survey (MATeS) by Holden, et al. (2005).  
Closely associated with male sexual dysfunction are prostate related diseases. The 
interviews did not uncover any local vernacular about prostate diseases or any 
particular beliefs that would suggest a differential approach to surveying the men.  
Therefore, the International Prostate Symptom Survey (I-PSS) was selected. The 
instrument is clear and not too sophisticated, and was translated easily into Pidgin.   
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Adversity in childhood or adult years was not a strong theme in the qualitative 
interviews. However, some men mentioned child abuse or exposure to parental 
violence and social disadvantage, such as use of drugs and alcohol in the family.  
Previous studies conducted in the Pacific Island nations, including the Solomon 
Islands highlighted that childhood emotional abuse, physical abuse, sexual abuse and 
violence inflicted on their mother were commonly reported by males (Fulu, et al., 
2013; Jewkes et al., 2013). But the prevalence of different forms of childhood 
violence cannot be generalised in the Pacific region because of the different local 
factors (Dunne, et al., 2015). These adverse life experiences may impair mental health 
and cause other health related problems. Many of the studies were limited 
specifically to child sexual abuse, physical abuse and emotional abuse. Evidence from 
the literature and interviews suggested that it is possible to investigate broader 
childhood adversities, and the WHO ACE-IQ has been identified as the most 
comprehensive instrument to evaluate the extent of multiple adverse life 
experiences during childhood and early adulthood.   
As highlighted in the narratives, most men who participated in the qualitative 
interviews suggested that face to face interview was the preferred method for 
collecting sensitive male reproductive health information in the communities. The 
men also strongly suggested that health care settings are very unsuitable for 
recruitment of men, especially in the context of a reproductive health survey. A door-
to-door approach was a more appropriate way to collect data to ensure access and 
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Chapter 5: Descriptive Analysis of Main 
Survey Findings 
The survey was conducted between June and August 2014. Four out of twelve civic 
districts/wards were randomly selected for the survey. In each district, 100 
households were selected using quota sampling. In this study, we picked every third 
household and only one male aged 18 years and above whose birthday was closest 
to the survey sampling date participated in the interviews. The analyses of the data 
generated from the study comprise of both descriptive and analytical approaches.   
This is the first of two chapters that address the following research questions: 
1. What is the prevalence of reproductive health problems (erectile difficulty, 
orgasm difficulty, premature ejaculation, low sexual desire and lower urinary 
tract symptoms) among men of 18 years and above in Honiara, Solomon 
Islands? 
2. What is the level of reproductive health awareness and the patterns in 
distribution of health seeking behaviour among men in Solomon Islands? 
3. What are the reasons including attitudes and behaviour for not seeking 
professional help? 
4. What is the prevalence of adverse childhood experiences among men in 
Honiara, Solomon Islands? 
5. What are the demographic and social behaviour factors, adverse life 
experiences and health problems associated with men’s reproductive health 
problems? 
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The first four questions are answered in this chapter, while the last question 
is answered in chapter 6. 
5.1 SOCIO-DEMOGRAPHIC CHARACTERISTICS OF PARTICIPANTS 
The socio-demographic characteristics of the study participants are presented in 
Table 5.1. In total, the research team visited 420 households, however, in 20 
households there were no adult males present and/or males did not want to 
participate in the study. In total, 400 interviews were completed. Overall, this was a 
relatively young sample as nearly half (49.0%) of the participants were aged 18-29 
years. About 23.5% and 28.0% of the participants were in the age brackets 30-39 
years and 40+ years respectively. The age range in this sample was between 18-70 
years.   
As expected, there are higher proportions of men aged 30+ years group who were 
married. Young and single men were highly represented within the younger age 
bracket of 18-29 years old. Of the total respondents, 45.0% worked full time, 24.85% 
were unemployed, and 30.3% were students. Over half of the men in the age bracket 
18-29 years were students (58.2%). There were slightly higher proportions of men 
who were unemployed during the time of the survey compared to those working full-
time in the age brackets 18-29 and 30+ years respectively.  However, the proportion 
of men in the age group 30+ years currently employed was higher compared to the 
unemployed. 
Almost all (98.2%) participants in the study had completed primary level education.  
Nearly a quarter (24.0%) had completed secondary education, 23% completed 
university, 21.3% completed vocational and college education. Nearly two-thirds 
(64.3%) of the respondents said they were living permanently in Honiara. The 
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majority of the participants originated from the six (6) bigger provinces in the 
Solomon Islands; 44.8% (Malaita), 9.0% (Isabel), 8.0% (Makira), 7.5% (Guadalcanal), 
7.3 (Temotu) and 4.8% (Western) provinces. Interestingly, although Honiara city is 
located on Guadalcanal Island, the majority of the respondents in the study were 
from Malaita. About 94.6% participants identified as having an association with one 
of the five major religious groups in the country (Table 5.1).   
As can be seen, the samples’ socio-demographic characteristics appear to reflect the 
male population aged 18+ years in the Solomon Islands 2009 census (Solomon Islands 
Government, 2012). Younger men were overly represented in the study sample. 
The majority of men were sexually active in the past four weeks before the survey 
(64%).  A higher proportion of married men were sexually active compared to single 
(75.1% vs. 49.7%, p<0.001) men respectively. Of those men who were sexually active, 
a high proportion only attempted sexual intercourse 1-2 times in the past four weeks 
(28.9%). A slightly higher proportion of younger men (18-29 years) reported having 
1-2 sexual intercourse events in the past four weeks. On the other hand, a higher 
proportion of older men aged 30+ years have indicated having three or more sexual 
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Table 5.1 Socio-demographic characteristics and recent sexual activity 
Socio-demographic factors  
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5.2 HEALTH AND LIFESYLE OF PARTICIPANTS 
5.2.1 Self-reported health status 
Men were asked about their current health status in the past 12 months. About 20% 
of participants reported poor/fair current health. A high proportion of young males 
aged 18 to 29 years reported very good health compared to males aged 30+ years. 
Fewer than half of the respondents (48.1%) indicated that they have visited health 
care workers in the past 12 months, (Table 5.2). 
Table 5.2 General health and lifestyle  
 Health conditions  n (%) 
Health Status   
Visited health care worker in the past 12 months 192 (48.1) 
Fair/poor self-assessed health status (current) 80 (20.0) 
Fair/poor health condition past 12 months 320 (80.0) 
Medical conditions over past 12 months  
Diabetes 19 (4.8) 
Heart disease 15 (3.8) 
High blood pressure 38 (9.5) 
Prostate cancer 3 (0.8) 
Muscle/skeleton damage 24 (6.0) 
Depression 54 (13.5) 
STIs 71 (17.8) 
Malaria 245 (61.3) 
Dengue fever 53 (13.3) 
TB 8 (2.0) 
Gout 13 (3.3) 
Other arthritis 16 (4.0) 
Medication was taken in past four weeks   
For pain 189 (47.5) 
For arthritis 18 (4.5) 
Long-term disease (high blood) 10 (2.5) 
Stomach condition 18 (4.5) 
Allergy 1 (0.3) 
Sleeping 10 (2.5) 
Depression 3 (0.8) 
Nerves or anxiety 5 (1.3) 
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5.2.2 Medical conditions and medications 
Participants were asked if any health care worker had told them that they have any 
of a list of diseases (Table 5.2). The most commonly reported communicable 
infections (ever) among the participants were malaria (61.3%), STIs (17.8%) and 
dengue fever (13.3%). Fifty-one (12.8%) men reported any chronic diseases (high 
blood pressure, diabetes, heart disease). The most commonly self-reported chronic 
disorders were depression (13.5%), high blood pressure (9.5%) and diabetes (4.8%).   
Men in the older age group (30+ years) reported more chronic illness (high blood 
pressure) while the younger age group (18-29 years) reported a high prevalence of 
communicable diseases such as STIs and malaria. Over the counter medication for 
pain relief was reported by 47.5% of men, while the use of prescribed medication for 
chronic illness such as arthritis (4.5%) and high blood pressure (2.5%) were reported 
by the participants in the last four weeks before the study. 
5.2.3 Alcohol, tobacco and drug use 
 Alcohol consumption at any level was common practice among men in the study.  
About 71% of participants consumed any beverages containing alcohol in the past 12 
months. Although 66.5% of men in the study can be considered as low-risk drinkers, 
the number of alcohol drinks consumed during each session is quite high. Binge 
drinking was apparent. Among men who drank alcohol, a high proportion (88.5%) of 
men reported drinking 5 or more standard drinks during a session. The proportion of 
men who reported current use of illicit drugs was 9.8% while 70 (17.5%) were former 
users (Table 5.3).   
The prevalence estimates for daily and less than daily smoking and chewing betel 
quid amongst the men in the study were 43.5%, 14.5% and 49.5% respectively.  The 
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proportions of men who did not smoke (41.8%) and did not chew betel quid (4.5%) 
were very low in the study, (Table 5.3). Almost every participant (97.0%) in the 
current study who smoked cigarettes also chew betel quid, while72.2% of those men 
who chew betel quid are also current smokers. 
Table 5.3 Alcohol, tobacco and other drug consumption 
Items n (%) 
Alcohol consumption  
Abstainer 116 (29.0) 
Low risk 266 (66.5) 
High risk 18 (4.5) 
Alcohol consumption in any drinking session   
1-4 drinks 20 (10.5) 
5-7 drinks 114 (39.2) 
9 and more drinks 140 (49.3) 
Illicit drugs use  
Current used 39 (9.8) 
Former user 70 (17.5) 
Non-user 291 (72.8) 
Chewing betel quid  
Daily chewer 198 (49.5) 
Less than daily chewer 115 (28.8) 
Never chewed 87 (21.8) 
Smoking currently  
Daily smoker 175 (43.8) 
Less than daily smoker 58 (14.5) 
Never smoked 167 (41.8) 
 
The mental health (K-10) scores had a median of 15.0 and range 10-36.  The K-10 
scores were banded into four categories (Table 5.4). The majority of men were 
categorised as having a low/moderate level of psychological distress (83.5%) while 
less than a fifth (16.5%) reported a high/very high level of psychological distress. As 
noted in Table 5.4, a large proportion of younger men aged 18-29 years reporting 
high psychological distress compared to the older cohort (23.2% vs. 10.2%).    
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Table 5.4 K-10 Psychological distress by age 
Items 
Overall  18-29 years 30+ years 
n (%) n (%) n (%) 








Moderate 127 (31.8) 64 (33.0) 63 (30.6) 
High 55 (13.8) 41 (21.1) 14 (6.8) 
Very High 11 (2.8) 4 (2.1) 7 (3.4) 








High/Very High distress 66 (16.5) 45 (23.2) 21 (10.2) 
 
Table 5.5 shows the data for WHO-5 well-being index. The scores were normally 
distributed. The overall mean for the WHO 5 well-being index for the participants was 
14.65 (6.13) with scores ranging from 0 to 25.  
Table 5.5 Positive mental health means (WHO 5-wellbeing index) 
WHO 5 index Items Mean (SD) 
Over the last two weeks: 
I have felt cheerful and in good spirit 
 
2.92 (1.47) 
I have felt calm and relaxed 2.96 (1.45) 
I woke up feeling active and vigorous 3.01 (1.45) 
I woke up feeling fresh and rested 2.94 (1.41) 
My daily life has been filled with things that interest me 2.82 (1.42) 
Well-being index 14.65 (6.13) 
Note: Score scale ranges from 0-5, with a minimum possible score of 0 and maximum 25. (0= at no time; 1=some of the time; 
2= less than half of the time; 3= more than half of the time; 4= most of the time; 5= all the time). 
 
Regarding health-related quality of life, overall, about 36.0% of the participants did 
not report any problems relating to the SF-6D dimensions, while 64.0% of men 
reported experiencing some problems in the dimensions, (Table 5.6). A high 
proportion of men reported having great vitality (43.0%) and ability to socialise with 





Chapter 5: Descriptive Analysis of Main Survey Findings 113 
Table 5.6 Proportion of men reporting no problem in each SF-6D 
SF-6D Items: Over the past four weeks: n (%) 
Physical functioning 26 (6.5) 
Role limitation 108 (27.0) 
Social function 154 (38.5) 
Pain 70 (17.5) 
Mental health 129 (32.3) 
Vitality 172 (43.0) 
 
Table 5.7 shows the stressful life experiences reported by the participants recently 
(past 12 months) and during their lifetime. The most commonly reported life 
stressors experienced in the past 12 months were low salary/income and the high 
cost of living in Honiara (52.5%), serious family financial problems (31.8%), death of 
a close friend (31.0%) and theft of possessions (22.3%). Regarding life-time stressors, 
deaths of a close friend (56.0%) or parents, spouse or siblings (56.0%) were the most 
common serious life stressors. High proportions of men reported watching someone 
close to them experiencing a serious life treating illness or injury (38.5%). Similarly, 
low salary and the high cost of living (38.3%), and theft of valuable possessions 
(37.5%) were reported as the SLEs ever experienced.    
Around 34.0% experienced 1-2 stressful events in the last 12 months, while 25.8% 
reported 1-2 life stress events ever respectively. Almost a third (27.8%) of men 
experienced 5 or more stressful life events in the past 12 months before the study, 
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Table 5.7 Frequency score for stressful life events (past 12 months and ever) 
Stressful life events 
n (%) 
12 months Ever 
Had someone close to you die (parent, spouse or 
siblings)  
112 (28.0) 223 (55.8) 
Divorced or separation from spouse  21 (5.3) 48 (12.0) 
Watched someone close to you experience a serious, 
disabling, or life-threatening illness or injury  
112 (28.0) 154 (38.5) 
Trouble with in-laws/Experienced a family crisis  47 (11.8) 81 (20.3) 
Son or daughter leaving home  20 (5.0) 23 (5.8) 
Sexual relationship problems  54 (13.5) 64 (16.0) 
Retirement from work 20 (5.0) 23 (5.8) 
Fired at work  16 (4.0) 36 (9.0) 
Theft of your possessions  89 (22.3) 150 (37.5) 
Jail term or witnessed the arrest of a relative, neighbour, 
or friend  
58 (14.5) 105 (26.3) 
Experienced serious family financial problems  127 (31.8) 103 (25.8) 
Low Salary/income and high cost of living  210 (52.5) 153 (38.3) 
Experienced a major community disaster  78 (19.5) 108 (27.0) 
Death of close friend 124 (31.0) 225 (56.3) 
Been without food, water, or electricity in your home for 
more than three days  
26 (6.5) 35 (8.8) 
Experienced discrimination due to race, ethnicity or 
sexual orientation  
42 (10.5) 58 (14.5) 
Experienced a personal serious, disabling or life-
threatening illness or injury  
27 (6.8) 54 (13.5) 
Been threatened by a non-family member with harm if 
you didn’t act in a certain way  
41 (10.3) 41 (10.3) 
Been yelled at or shouted at by non-family member in a 
way that scared you  
41 (10.5) 69 (17.3) 
Been shot at or stabbed by a non-family member  12 (3.0) 20 (5.0) 
Life events experiences Recent life event-12 months 
n (%) 
Life events ever 
n (%) 
0 53 (13.3) 69 (17.3) 
1-2 136 (34.0) 103 (25.8) 
3-4 100 (25.0) 95 (23.8) 
5+ 111 (27.8) 133 (33.3) 
*Proportion of participants experiencing life stress event in 12month and ever. 
5.3 ADVERSE CHILDHOOD EXPERIENCES 
About eight in every ten males (80.8%) reported 3 and more types of adverse 
childhood experiences before the age of 18 years (Table 5.8). The most common 
forms of adversities reported by the respondents included witnessing community 
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violence (84.0%), witnessing a household member being treated violently (77.0%); 
bullying (52.0%), emotional abuse (51.7%), and physical neglect (44.3%).  
Interestingly almost a third of men experienced some form of child sexual abuse 
(34.0%) and physical abuse (30.8%) during the first 18 years, (Table 5.8).   
Table 5.8 Prevalence of adverse childhood experiences 
Types of Adverse Childhood Experiences before aged 18  n (%) 
Physical neglect 177 (44.3) 
Physical abuse 123 (30.8) 
Emotional abuse 207 (51.7) 
Contact sexual abuse 136 (34.0) 
Alcohol and drug abuse in the household 48 (12.0) 
Incarcerated household member 66 (16.5) 
Someone chronically depressed, mentally ill, institutionalised or 
suicidal 
39 (9.8) 
Household member treated violently 308 (77.0) 
Parental separation or divorce 36 (9.0) 
Bullying 208 (52.0) 
Community Violence 336 (84.0) 
Collective violence 110 (27.5) 
Co-occurrence of Adverse Childhood Experiences (ACEs)  
ACE types and co-occurrence 
0-2 77 (19.3) 
3-4 139 (34.8) 
5-6 106 (26.5) 
7+ 78 (19.5) 
 
5.4 LOWER URINARY TRACT SYMPTOMS ASSOCIATED PROSTATE FUNCTION 
The frequency distribution of LUTS according to age among men in the current study 
is shown in Table 5.9. Overall, most participants (85.4%) in the study did not 
experience any symptoms relating to prostate disease. Only 14.6% of participants had 
experienced mild to severe symptoms of lower urinary tract disease. About 10.0% of 
men experienced incomplete emptying of the bladder, while most men reported 
never experiencing this symptom. A high proportion of older men has experienced 
this symptom compared to younger men. About 14.5% of the participants indicated 
sometimes to always experiencing the urge to urinate within 2 hours in the past four 
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weeks before the study. A slightly higher proportion of men in the age bracket 18-29 
years’ experience urinating less than two hours all the time compared to older aged 
men (Table 5.9).     
Table 5.9 Prevalence of low urinary tract symptoms by age groups 
 
About 8.8% of men reported having trouble to start and stop urinary stream 
(intermittency). Symptom of urgency or having difficult to postpone urination was 
another issue among men in the study. About 15.1% of men experienced this 
Symptoms of prostate function 
Overall 
n (%) 
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symptom. Younger men have reported experiencing stopping/starting urinating 
more compared to men in the 30+ years. Symptoms of weak stream, straining and 
waking during night times to urinate were common among the men aged 30+ years 
compared to younger men. Further, more than a third (32.5%) of males woke up at 
night to urinate at least once in the past four weeks before the survey (Table 5.9).  
Regarding knowledge, service uptake and concerns about symptoms prostate 
diseases; the data indicated that only 2.3% of men in the study have visited health 
care facility because of problems relating to prostate function in the 12 months. A 
little more than half (55.0%) of the respondents were concerned in general about 
prostate cancer. Nearly eight in every ten men (85%) reported lack of knowledge and 
awareness about prostate related issues (Table 5.10).  
Table 5.10 Knowledge, attitudes and concerns about prostate diseases  
Items n (%) 
Knowledge about prostate gland   
Know the function of prostate gland 54 (13.5) 
Know the location of prostate gland in the body 65 (16.5) 
Concerns about prostate cancer  
Prostate has ever been examined by a health care worker 9 (2.3) 
Prostate-specific antigen test for prostate cancer 12 (3.0) 
Concern about prostate cancer 220 (55.0) 
 
5.5 MALE SEXUAL BEHAVIOUR AND CONCERN ABOUT FERTILITY 
More than four-fifths (84.0%) of men in the study reported having a sexual partner in 
the past 12 months before the survey. About 72.0% of men reported having a regular 
female partner while 36.8% reported having a casual female sexual partner in 
addition to their regular sexual partner. Just over 2% of men reported having a male 
sexual partner. The mean number of children among the respondents was 3.5 (±2.2). 
About one in twenty men (5.5%) reported having difficulty in fathering children and 
 118 Chapter 5: Descriptive Analysis of Main Survey Findings 
have tried but unable to have children with their current or previous partner. About 
a third (31.8%) of men were concerned if they are unable to have any children in the 
future, but only 3% had ever had a fertility test (Table 5.11). 
Table 5.11 Sexual activities and concerns about fertility 
Sexual activities in the past 12 months  n (%) 
Sex with someone 336 (84.0) 
Have a regular female sex partner 288 (72.0) 
Have a casual female partner 147 (36.8) 
Have a regular male partner 9 (2.3) 
Have a casual male partner 4 (1.0) 
Infertility  
Difficulty in fathering children 22 (5.5) 
Tried but unable to have children with current or previous partner 23 (5.8) 
Fertility test 12 (3.0) 
Vasectomy 1 (0.3) 
Concern about unable to father children in the future 127 (31.8) 
 
5.5.1 Sexual satisfaction 
A large proportion of sexually active men in the study reported being neither sexually 
satisfied nor dissatisfied (79.3%). Only a small proportion (18.4%) of men reported 
satisfaction concerning their sexual practice and behaviour. 
Table 5.12 Level of sexual satisfaction  





Dissatisfied  6 (2.3) 5 (4.7) 1 (0.7) 
Equally satisfied/dissatisfied  203 (79.3) 81 (76.4) 122 (81.3) 
Satisfied  47 (18.4) 20 (18.9) 27 (18.0) 
 
5.5.2 Erection confidence 
Overall, almost half (197) 49.3% of males indicated having very high level of erection 
confidence, while 34.0% and 16.8% reported moderate or low erection confidence 
respectively. Among the sexually active men, almost all (93.8%) reported moderate 
to high levels of confidence in getting and keeping an erection. On the other hand, 
only 63.9% of not sexually active men reported that they could get and maintain an 
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erection moderately to a high level in the past four weeks. More than one-third 
(36.1%) reported low levels of erection confidence compared to 5.5% among sexually 
active men. The men reporting the highest level of erection confidence was high 
among sexually active men in the age group (30+years) compared to sexually active 
men younger group (38.3% vs. 19.6%, p<0.004).  On the other hand, there was no 
significant association between being sexually inactive and level of erection 
confidence (Table 5.13).   
Table 5.13 Level of erection confidence among men   






Erection Level In-active Active In-active Active In-active Active 
Low 52 (36.1) 16 (6.3) 27 (30.7) 13 (12.3) 25 (44.6) 3 (2.0) 
Moderate 49 (34.0) 86 (33.6) 29 (33.0) 34 (32.1) 20 (35.7) 52 (34.7) 
High 43 (29.0) 154 (55.7) 32 (36.4) 59 (55.7) 11 (19.6) 95 (63.3) 
Note: Analysis output split into sexually and not sexually active 
 
5.6 PREVALENCE AND SEVERITY OF SEXUAL DIFFICULTIES 
Table 5.14 shows the severity of self-reported sexual problems among the sexually 
active participants in the study. Overall, 144 (36.0%) men reported not having sexual 
intercourse in the past four weeks before the survey. These sexually inactive men 
were not included in the analysis of the sexual dysfunctions. A large proportion of 
sexually active men experienced sexual problems or difficulties. Premature 
ejaculation was the commonly reported sexual dysfunction (most times to always 
(39.4%), followed by low sexual desire (29.0%) and orgasm difficulty (26.9%).  Only 
4.3% of men reported erectile difficulty as moderate. Interestingly higher proportions 
of men experienced mild to moderate level (sometimes) compared to moderate-
severe (most times/always) sexual problems. 
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ED 101 (39.5) 95 (37.1) 49 (19.1) 11 (4.3) 0 
PE 19 (7.5) 36 (14.1) 100 (39.1) 81 (31.6) 20 (7.8) 
OD 33 (12.9) 55 (21.5)  99 (38.7) 49 (19.1) 20 (7.8) 
LSD 27 (6.8) 128 (32.0) 129 (32.3) 87 (21.8) 29 (7.2) 
Note: LSD was assessed for all participants (400). 
 
5.6.1 Severity of sexual difficulties by age categories 
The severity and prevalence of sexual dysfunction among sexually active men by age 
groupings is shown in Table 5.15. It is noteworthy that only 11 (4.3%) men reported 
moderate to severe erectile difficulty amongst the sexually active participants. As 
illustrated in Table 5.15, overall, males aged 30+ years were likely to report moderate 
to severe sexual dysfunction (erectile difficulty, orgasm difficulty, premature 
ejaculation and low sexual desire).  
Table 5.15 Age-specific prevalence of sexual dysfunction  
Dysfunction severity 
All ages 18-29 years 30+ years 

























42 (39.0)  
31 (29.5) 




































                       LSD was assessed for all participants (400). *p<0.05, **p<0.01, ***p<0.001 
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The data indicated that significant associations were found between premature 
ejaculation, hypo-active sexual desire dysfunction and males age 30+ years. The 
association between erectile dysfunction, orgasm difficulty and aging is approaching 
significance level (Table 5.15). 
5.6.2 Comorbid sexual difficulties 
Significant proportions of the respondents had co-occurring sexual difficulties (see 
Table 5.16). The overlap of sexual problems occurred among men in the study; with 
45 (17.6%) of men reported experiencing two sexual problems and 13 men reported 
experiencing three and four sexual problems. Less than half sexually active men 112 
(43.8%) were classified as having no sexual problems, and 86 (33.6%) reported one 
sexual problem. Erectile difficulty and low sexual desire were the most common co-
occurring sexual problems reported by the participants.  












ED - 7 (63.6) 7 (63.6) 8 (72.7) 
PE 7 (6.9) - 45 (44.6) 14 (13.9) 
OD 7 (10.1) 45 (65.2) - 12 (17.4) 
LSD 11 (29.7) 14 (37.8) 12 (32.4) - 
Sexual dysfunction co-occurrence 
Number of sexual dysfunction n (%) 
No SD 
1 SD   
2 SDs   
3 SDs  








n Mean Median SD Skewness Kurtosis 
ED+PE+OD+LSD 256 2.79 3.00 1.53 0.089 -0.656 
 
Erectile dysfunction was reported by 63.9% of men experiencing both premature and 
orgasm difficulties and 72.7% among men who have reported low sexual desire. LSD 
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was reported by 29.7% of men reporting erectile difficulty, 37.8% of men 
experiencing premature ejaculation, and 32.4% of men experiencing orgasm 
difficulty. Overall, more than half (56.2%) of men in the study experienced one or 
more sexual dysfunctions in the four weeks before the survey. 
5.7 ATTITUDES AND BELIEFS ABOUT SEXUAL DYSFUNCTION 
More than half (60.3%) of all men in the study reported being very concerned about 
having sexual problems. Two thirds (66.0%) of the sexually active men reported that 
they were very concerned about having sexual problems. On the other hand, only 
half of sexually inactive men were very concerned about having sexual problems. 
Among men, (sexually active) who have reported experiencing sexual problems, only 
40 (15.6%) had spoken with someone regarding the problem. Of the men who had 
talked about it, close friend (33.3%) was the most common type of person, followed 
by health care workers (26.2%) and wife or partner (16.7%).   
5.8 HEALTH SEEKING BEHAVIOUR AND TREATMENT 
Overall, only 11 men surveyed said they had ever spoken to a health care professional 
regarding sexual problems. In the preceeding 12 months, only 26 (10.2%) said they 
had thought about going for professional help but did not. A large proportion (89.8%) 
of sexually active men in the study did not take any action to seek professional help 
from health care workers. Among those men who wanted to seek professional help 
but did not, common reasons for not doing so included shame (30.8%), do not feel 
confident (7.8%), no time to seek help (7.8%) and no improvement since the last visit 
(7.8%). Despite the fact that most men had not talked about sex related problems 
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with health care workers, most men (83.6%) said they would like or prefer to gain 
information from health care workers in the future. 
Kastom medicine in the context of Solomon Islands is not provided in the hospitals or 
clinics. The use of Kastom medicine (traditional herbs) was the most common action 
taken by men (n=39; 15.4%) to improve their sexual function. When asked about the 
outcome of the treatment, more than half of men who used traditional medicine 
reported that they were happy with the outcome of the treatment. Only a few (n=12; 
4.7%) of the surveyed men stated that they used commercial drugs (Viagra, Cialis) 
prescribed by health care workers to improve their sexual function. Slightly above 
half of the (58.3%), men who had used prescribed medication were happy with the 
outcome of the treatment. 
Overall, this study found that only a few men seek professional help from health care 
workers. Many men preferred to use traditional/kastom medicine to treat their 
sexual problems.  
5.9 SUMMARY 
Almost two-third (64%) of men were sexually active in the four weeks before the 
survey. The results indicated a large proportion of men had only one or two sexual 
intercourse events in the preceeding month. A high proportion of men reported 
being neither satisfied nor dissatisfied with their sexual practice. Premature 
ejaculation was the most commonly self-reported sexual difficulty, followed by low 
sexual desire, orgasm difficulty and erectile difficulty among the sexually active men 
in the study.   
About one in every seven men reported experiencing moderate to severe lower 
urinary tract symptoms. It is noteworthy that most men did not know about the 
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prostate gland and its function. Of concern was the high usage of traditional medicine 
among men in response to reproductive health problems. On a positive note, the 
majority of men were concerned about their reproductive health and said they would 
like to seek professional help from health care worker if they have problems in the 
future. The next chapter will describe the associations between male reproductive 
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Chapter 6: Bivariate and Multivariate 
Analysis 
This chapter presents results of the analyses of the survey exploring associations 
between reproductive health problems, demographic characteristics, social 
behaviours and adverse life experiences. Except for lower urinary tract symptoms 
(LUTS) and low sexual desire, the bivariate analysis for erectile dysfunction, 
premature ejaculation and orgasm difficulties are limited to those participants who 
were sexually active during the time of the survey. Multivariate logistic regression 
modelling explored the potential predictors of LUTS. Multivariate linear regression 
modelling was performed to assess the possible links between NCDs, social 
behaviours and adverse life experiences on sexual difficulty severity. The final section 
of this chapter describes the associations between ACEs with social behaviour, 
adverse life experiences, and health problems. This chapter addresses the following 
question;  
1. What are the demographic and social behaviours, adverse life experiences 
and health problems associated with men’s reproductive health 
problems? 
6.1 FACTORS ASSOCIATED WITH BEING SEXUALLY ACTIVE 
The associations between age, marital status, the level of education, employment 
status and sexually active are shown Table 6.1. Compared to unmarried men, those 
who were married had higher odds of being sexually active (OR=3.85, 95% CI=2.49-
5.96). The odds of men aged 30+ years being sexually active was twice higher 
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compared to younger men (OR=2.22, 95% CI=1.47-3.38). Men who were currently 
studying or had completed secondary and university level education had increased 
odds of being sexually active compared to men who had completed primary school 
only or had no schooling. Men who were employed were significantly more likely to 
report been sexually active compared to students (OR=4.65, 95% CI=2.78-7.77). Men 
reporting poor health were less likely to be sexually active among the participants. 
Many of these associations may be partially explained by age differences across these 
groups. 
Table 6.1 Demographic risk factors associated with being sexually active men 
Variable 
Sexually active 






































































Note: *p<0.05, **p<0.01, ***p<0.001 
 
There was a moderate association between sexually active men and having malaria 
at some time. Men who had experienced malaria were more likely to be sexually 
active during the preceeding month (OR=1.59, 95% CI=1.05-2.41), (Table 6.2). The 
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associations between sexually active men and STIs, dengue fever and other common 
non-communicable diseases were not significant.   
Table 6.2 also includes the associations between health harming behaviour and being 
sexually active in the four weeks prior to the survey. There were statistically 
significant associations between sexually activity men and alcohol consumption and 
having more than one casual sexual partner. Compared to men who do not use 
alcohol in the four weeks prior to the study, men who drank alcohol had higher odds 
of being sexually active (OR=2.98, 95% CI=1.91-4.66). Men who reported being 
sexually active were more likely to have more than one female casual sexual partner 
(OR=2.28, 95% CI=1.46-3.55). The associations between sexually activity and illicit 
drugs use, smoking, and chewing betel quid were not statistically significant. 
Table 6.2 Association between health conditions, risk practices and being sexually active 
 
Variables 
Sexually active  
Crude OR (95% CI) No Yes 
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Yes 16 (11.1) 37 (14.5) 1.35 (0.72-2.53) 






























































    Note:  *p<0.05, **p<0.01, ***p<0.001 
Table 6.3 shows the bivariate associations between being sexually active and ever-
experiencing lifetime stressful life events and mental health measures. There were 
significant associations between being sexually active with experiencing life stress 
events in the past twelve months, ACEs load and psychological distress, indicating 
that men who were sexually active may have experienced multiple ACEs, multiple 
stressful life events and psychological distress. Health-related quality of life and 
mental well-being were not significantly associated with being sexually active. 








Psychological distress 15.6 (4.4) 17.0 (5.3) -2.76 0.006*** 
Stressful Life events (12 months) 2.8 (2.3) 3.5 (2.7) -2.76 0.006*** 
Stressful life events (ever) 3.6 (2.7) 4.9 (3.1) -4.42 0.001*** 
Adverse childhood experience 4.0 (2.1) 4.8 (2.3) -3.48 0.001*** 
Mental well-being 0.88 (0.12) 0.89 (0.11) -0.77 0.443 
Health related quality of life 59.3 (23.5) 58.2 (25.1) 0.46 0.646 
   Note: *p<0.05, **p<0.01, ***p<0.001 
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6.2 FACTORS ASSOCIATED WITH LOWER URINARY TRACT SYMPTOMS 
According to the qualitative findings in this study, awareness and knowledge about 
prostate and symptoms of prostate disease were limited. The next section of the 
report examines the associations between lower urinary tract symptoms (LUTS) and 
socio-demographic, health conditions, risk practice, mental health and other 
independent variables. These analyses included both sexually active and in-active 
men.   
The associations between demographic variables and LUTS are shown in Table 6.4.  
Participants who rated their health status as poor/fair had an increased odds of 
reporting moderate to severe LUTS compared to those who rated their health as good 
(OR=2.99, 95% CI=1.6-5.46). Males who are currently schooling or have completed 
secondary level education have significant lower odds to report experiencing 
moderate to severe of LUTS (OR=0.39, 95% Cl=0.19-0.81). The associations between 
LUTS and other demographic characteristics were not significant.    
With regard to health problems and health risk practices, the data indicates there 
were some statistically significant associations between LUTS and certain health 
problems, and health risk practices (Table 6.5). Men who reported been diagnosed 
with diabetes (OR=3.78, 95% CI=1.42-10.03), heart diseases (OR=4.13, 95% CI=1.03-
9.52), high blood pressure (OR=2.34, 95% Cl=1.07-5.11) and depression (OR=3.23, 
95% CI=1.60-6.53) were more likely to report moderate to severe LUTS.  There were 
no significant associations between STIs, malaria, dengue fever and men who 
reported moderate to severe symptoms of LUTS.  
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Table 6.4 Demographic factors associated with LUTS 
Variable 
Any LUTS 
Crude OR (95% CI) No Yes 
n (%) n (%) 
Age 



































































    Note: *p<0.05, **p<0.01, ***p<0.001 
 
Interestingly smoking and chewing betel quid had statistically significant inverse 
associations (protective) with moderate to severe symptoms of LUTS in the study 
(Table 6.5). Male current smokers had lower odds of reporting moderate to severe 
symptoms of LUTS (OR=0.50, 95% CI=0.28-0.90). Similarly, males who were chewing 
betel quid had lower odds of reporting moderate to severe symptoms of LUTS 
(OR=0.42, 95% CI= 0.23-0.78) compared to those who did not chew betel quid. There 
may be possible confounding factors influencing these two inversely significant 






Chapter 6: Bivariate and Multivariate Analysis 131 
Table 6.5 Health conditions and risk practices associated with LUTS 
Variables 
Any LUTS 
Crude OR (95% CI) No Yes 





































































































































0.46 (0.2- 0.85)** 












    Note: both sexually active and inactive men were included in the analysis. *p<0.05, **p<0.01, ***p<0.001 
 
Reporting moderate to severe symptoms of LUTS was significantly associated with 
psychological distress, recent stressful life events, multiple ACEs and low mental well-
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being (Table 6.6). These bivariate associations indicate potential adverse effects of 
LUTS on men. For example, men reporting moderate to severe LUTS were more likely 
to experience multiple stressful life events in the past 12 months. Compared to men 
who reported no LUTS, the mean score for mental health wellbeing is low among men 
reporting LUTS. There were no statistically significant associations observed between 
health-related quality of life and LUTS.   
Table 6.6 Association between adverse life experiences and LUTS. 







Psychological distress 15.8 (4.5) 20.3 (6.3) -5.18 0.001*** 
Stressful life events (12 months) 3.0 (2.5) 4.6 (2.9) -4.35 0.001*** 
Stressful life event (ever) 4.4 (3.0) 4.5 (3.2) -0.14 0.890 
ACE Load 4.3 (2.2) 5.6 (92.4) -4.08 0.001*** 
Mental well-being 60.4 (23.4) 48.0 (28.3) 3.14 0.001*** 
Health-related quality of life 0.89 (0.12) 0.90 (0.10) -0.58 0.562 
   Note: *p<0.05, **p<0.01, ***p<0.001 
6.3 FACTORS ASSOCIATED WITH HYPOACTIVE SEXUAL DESIRE DYSFUNCTION 
The next analysis examines the associations between hypoactive sexual desire 
dysfunction (low sexual desire) and demographic, social behaviours, adverse life 
experiences and co-morbid health problems. There are some statistically significant 
associations between low sexual desire and socio-demographic characteristics (Table 
6.7). These statistically significant associations were between age, marital status, 
employment status and low sexual desire. Men aged 30+ years had lower odds of 
reporting LSD compared to younger men in the study. The data appears to indicate 
that younger men were likely to report LSD compared to men aged 30+ years. The 
odds of reporting low sexual desire decreased among married compared to single 
males (OR=0.42, 95% CI =0.26-0.65). Men who are currently employed were less likely 
to report low sexual desire (OR =0.44, 95% CI=0.20-2.41) compared to students. 
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There was no significant association between general health status and low sexual 
desire in the study.  
   Table 6.7 Demographic risk factors associated with low sexual desire  
 
Variable 
Low sexual desire  
Crude OR (95% CI) No Yes 
n (%) n (%) 
 Age 



































































     Note: both sexually active and inactive men were included in the analysis. *p<0.05, **p<0.01, ***p<0.001. 
 
Hypoactive sexual dysfunction is associated with common communicable and non-
communicable diseases. There are associations between reported common non-
communicable diseases (NCDs) and LSD among men (Table 6.8). As expected, the 
odds of reporting low sexual desire were significantly higher among men reporting 
diabetes (OR=2.88, 95% CI=1.14-7.29).   
Table 6.8 also shows the association between low sexual desire and health risk 
harming behaviours. The odds of reporting low sexual desire were much lower among 
men who were sexually active in the past four weeks compared to sexually inactive 
men (OR=0.14, 95% CI=3.75-10.54). The likelihood of reporting LSD was statistically 
significant with the frequency of sexual intercourse in the past four  
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   Table 6.8 Association between low sexual desire with health conditions and risk practices 
 
Variables 
Low sexual desire  
Crude OR (95% CI) No Yes 






























































































































































     Note: both sexually active and inactive men were included in the analysis. *p<0.05, **p<0.01, ***p<0.001 
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weeks before the study. The odds of reporting low sexual desire were 0.28, 0.05 and 
0.03 times the odds of reporting high sexual desire for each increase in the number 
of sexual intercourse in the past four weeks. Men who are current alcohol drinkers 
are significantly less likely to report low sexual desire (OR=0.38, 95% Cl= 0.24-0.60). 
The associations between smoking, drug use, chewing betel quid and low sexual 
desire were not statistically significant.  
Table 6.9 displays the associations between psychological distress, stressful life 
events, ACEs, mental well-being and low sexual desire. Overall, the associations 
between health-related quality of life index, stressful life event (ever), psychological 
distress, and mental well-being with low sexual desire were not significant in the 
study.  
Table 6.9 Association between adverse life experiences and low sexual desire  







Psychological distress 16.4 (4.8) 16.6 (5.5) -0.447 0.655 
Life stress event (12 months) 3.1 (2.6) 3.3 (2.7) -0.729 0.466 
Life Stress Events (ever) 4.5 (2.8) 4.4 (3.4) 0.337 0.736 
ACEs Load 4.5 (2.3) 4.5 (2.2) 0.013 0.990 
Mental well-being 59.6 (24.3) 56.2 (25.1) 1.256 0.210 
Health related quality of life 0.9 (0.12) 0.9 (0.1) 0.342 0.732 
    Note: both sexually active and inactive men were included in the analysis. *p<0.05, **p<0.01, ***p<0.001 
6.4 FACTORS ASSOCIATED WITH ERECTILE DYSFUNCTION 
The associations among different demographic factors and moderate to severe 
erectile difficulty are shown in Table 6.10. There are no statistically significant 
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 Table 6.10 Demographic factors associated with erectile dysfunction 
 
Variable 
No Yes  
Crude OR (95% CI) n (%) n (%) 
Age 























































    Note: only sexually active men were included in the analysis.  *p<0.05, **p<0.01, ***p<0.001. 
 
The associations between erectile difficulty and health conditions are shown in Table 
6.11. There were no significant associations with chronic or communicable diseases. 
Table 6.11 also shows the associations between erectile dysfunction and health 
harming practices among men. Overall, the bivariate associations between ED and 
alcohol, illicit drug use, smoking, chew betel quid and having multiple sex partners 
were either weak or non-significant. These weak or non-significant associations 
maybe attributed to the small cell sizes because few men reported ED.   
Table 6.11 Relationship between erectile difficulty with health condition and risk practices 
 
Variable 
Erectile dysfunction  
Crude OR (95% CI) No Yes 
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0.58 (0.0- 4.67) 





























































    Note: only sexually active men were included in the analysis.  *p<0.05, **p<0.01, ***p<0.001. 
 
Table 6.12 shows the association between mental health, adverse life experiences 
and ED. The associations between erectile difficulty with the independent variables 
(psychological distress, stressful life events, ACEs and health-related quality of life) 
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Psychological distress 16.9 (5.2) 17.8 (6.8) -0.555 0.579 
Life stress event (12 months) 3.4 (2.7) 4.6 (3.5) -1.451 0.148 
Life Stress Events (ever) 4.9 (3.0) 5.8 (5.1) -1.012 0.313 
ACEs Load 4.8 (2.3) 4.6 (2.3) 0.193 0.847 
Mental well-being 58.3 (24.9) 56.0 (30.9) 0.290 0.772 
Health related quality of life 0.89 (0.1) 0.88 (0.1) 0.313 0.754 
    Note: only sexually active men were included in the analysis.  *p<0.05, **p<0.01, ***p<0.001. 
6.5 FACTORS ASSOCIATED WITH PREMATURE EJACULATION 
Older age was a significant correlate of premature ejaculation among men. Men aged 
30+ years and over have an increased likelihood to experience premature ejaculation 
compared to younger men (OR=2.12, 95% Cl=1.23-3.59), (Table 6.13).  Marital status, 
education status, employment and general health status did not have any statistically 
significant associations with premature ejaculation. 
Table 6.13 Demographic factors associated with premature ejaculation 
Variables 
No Yes 
Crude OR (95% CI) 
n (%) n (%) 
Age 



































































    Note: only sexually active men were included in the analysis.  *p<0.05, **p<0.01, ***p<0.001. 
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The associations between premature ejaculation with common health conditions and 
risk practices are shown in Table 6.14.  




Crude OR (95% CI) 


















































































































































Note: only sexually active men were included in the analysis.  *p<0.05, **p<0.01, ***p<0.001. 
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The common health conditions (diabetes, heart diseases, depression, STIs, malaria, 
and dengue fever) have no significant relationship on the severity of premature 
ejaculation. Similarly, health-harming risk practices (smoking, illicit drugs use, 
alcohol, chewing betel quid and multiple sexual partners) have shown no significant 
correlate to the severity of premature ejaculation. 
Table 6.15 presents the bivariate associations between moderate to severe 
premature ejaculation with psychological stress, stressful life events (12 months), 
Stressful life events (ever), ACEs load, mental well-being and health-related quality of 
life. Psychological distress, stressful life event (12 months), mental well-being and 
ACEs load have significant inverse associations with premature ejaculation. Health-
related quality of life and stressful life events ever showed no siginificant association 
with premature ejaculation. 







Psychological distress 17.9 (5.6) 15.5 (4.3) 3.941 0.001*** 
Life stress event (12 months) 3.9 (2.9) 2.8 (2.4) 3.354 0.001** 
Life Stress Events (ever) 5.1 (3.1) 4.7 (3.1) 0.944 0.436 
ACEs Load 5.2 (2.2) 4.1 (2.2) 3.723 0.001*** 
Mental well-being 54.9 (26.0) 63.1 (23.0) -2.649 0.009** 
Health related quality of life 0.90 (0.1) 0.88 (0.1) 1.622 0.106 
 Note: only sexually active men were included in the analysis.  *p<0.05, **p<0.01, ***p<0.001. 
6.6 FACTORS ASSOCIATED WITH ORGASM DYSFUNCTION 
The associations between orgasm difficulty and demographic characteristics of the 
study participants are presented in Table 6.16.  Except for poor/fair general health, 
there are no significant associations between orgasm difficulty and the 
demographic characteristics (marital status, level of education, employment) of the 
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men.  Men reporting poor/fair general health status had statistically significant 
higher odds to report orgasm difficulty (OR=2.32, 95% CI=1.20-4.47).   
Table 6.16 Demographic risk factors associated with orgasm difficulty 
Variable 
No Yes 
Crude OR (95% CI) 
n (%) n (%) 
Age 


































































2.32 (1.20-4.47) ** 
    Note: only sexually active men were included in the analysis.  *p<0.05, **p<0.01, ***p<0.001. 
 
Table 6.17 presents the bivariate associations between orgasm difficulties with 
common health conditions. The results showed weak mixed associations between 
orgasm difficulties with health conditions investigated in the study. Only depression 
showed a strong statistically significant association with orgasm difficulty (OR=0.19, 
95% Cl=0.06-0.64). It is speculated that orgasm difficulty was associated with health 
risk practices. There were inconsistent associations found between orgasm difficulty 
and health risk practices among men in the study (Table 6.17). Except for chewing 
betel quid, the findings showed no significant associations between orgasm difficulty 
and other health risk practices. Men chewing betel quid showed negative significant 
association with orgasm difficulty (OR=0.47, 95% Cl=0.24-0.90).   
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Table 6.17 Health conditions and risk practices associated with orgasm dysfunction 
Variable 
No Yes 
Crude OR (95% CI) 



















































































































































   Note: only sexually active men were included in the analysis.  *p<0.05, **p<0.01, ***p<0.001. 
 
The associations between orgasm difficulty with mental health, ACEs and stressful 
life events are shown in Table 6.18. Overall, psychological distress and stressful life 
events ever showed statistically significant negative associations with orgasm 
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difficulty.   The association between multiple ACEs with orgasm difficulty 
approached significance (p=0.055). Mental health, recent stressful life events and 
health related quality of life showed no significant associations with orgasm 
difficulty in this study.   







Psychological distress 17.5 (5.6) 15.6 (3.9) 3.001 0.003** 
Stressful life events (12 months) 3.6 (2.8) 3.2 (2.5) 0.928 0.354 
Stressful life events (ever) 5.1 (3.0) 4.3 (3.1) 2.023 0.044* 
ACEs Load 4.9 (2.2) 4.3 (2.4) 1.928 0.055 
Mental well-being 56.7 (25.7) 62.1 (23.4) -1.523 0.129 
Health related quality of life 0.90 (0.11) 0.87 (0.13) 1.629 0.105 
Note: only sexually active men were included in the analysis.  *p<0.05, **p<0.01, ***p<0.001. 
6.7 FACTORS ASSOCIATED WITH MALE SEXUAL DYSFUNCTION SEVERITY 
To examine factors associated with severity of sexual dysfunction, independent 
samples T-test and one-way ANOVA were conducted (Table 6.19). The analyses 
revealed that only diabetes and alcohol consumption showed a significant difference 
in their mean score for SD severity. Men with diabetes had higher degree of SD 
severity.  Also low alcohol consumption was observed among men with high SD 
severity.  
Table 6.19 Mean levels of SD severity and demographic, health and risk practices 
























Employment status 256  0.256 
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      Note: only sexually active men were included in the analysis.  *p<0.05, **p<0.01, ***p<0.001. 
 
The relationship between sexual dysfunction severity and adverse life experiences, 
HRQoL and mental health was examined using Pearson correlation coefficient.  
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Preliminary analyses revealed no violation of assumptions of normality, linearity and 
homoscedasticity (Table 6.20). Only HRQoL was found to have a significant negative 
correlation with SD severity, this suggested that high SD severity level is associated 
with low HRQoL. 
Table 6.20 Pearson correlation between SD severity and adverse life experiences. 
Variables 1 2 3 4 5 6 7 
1. SD severity 1       
2. Stressful life event (12mths) -0.071 1      
3. WHO wellbeing -0.066 0.028 1     
4. Stressful life events (ever) -0.015 0.084 -0.224** 1    
5. ACE load -0.020 0.081 -0.338** 0.328** 1   
6. SF-6D -0.128* 0.035 0.009 0.058 0.035 1  
7. Psychological distress -0.075 0.096 -0.403** 0.368** 0.419** -0.002 1 
    Note: only sexually active men were included in the analysis.  Statistically significant at *p<0.05, **p<0.01, ***p<0.001 
6.8 MULTIVARIATE ANALYSIS 
The purpose of the multivariate analysis was to test which variables from the 
bivariate analyses independently predict lower urinary tract symptoms and the 
severity of sexual dysfunction, when controlling for possible confounding factors.  
Multivariate backward stepwise logistic regression and multiple linear regression 
analyses were conducted to assess factors contributing to reproductive problems. 
The backward stepwise method was used to predict independent variables for 
moderate to severe LUTS and multiple linear regression was employed to predict the 
presence and severity of SD. Preliminary descriptive analyses were also conducted, 
testing whether key assumptions (linearity, the normality of residuals, independence 
of errors, multicollinearity and outliers) were not violated. Variables with p<0.100 
were included in the multivariate analyses. 
6.8.1 Predictors of lower urinary tract symptoms 
Analysis of predictors of the likelihood of reporting moderate to severe LUTS among 
men in the study is summarised in Table 6.21. The model contained disease 
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conditions, psychological variables and demographic characteristics. Age was 
entered in step 1. The final model containing the independent variables was 
statistically significant,𝑥2(6, 𝑁 = 382) = 69.18, p<0.001, indicating that the model 
was able to differentiate between those men who reported moderate to severe LUTS 
from men who did not experience LUTS. The model was able to correctly classify 
87.4% of cases, with variance between 16.6% (Cox & Snell R Square) and 29.7 % 
(Nagelkerke R) in moderate to severe LUTS. As displayed in Table 6.21, only five (5) 
of the variables made important contribution to the model (poor/fair health, 
depression, chewing betel quid, ACEs and psychological distress). The adjusted 
relative odds of reporting moderate to severe LUTS were statistically significant 
among men self-reported poor/fair health (OR=3.39, 95% CI: 1.67-6.90), and 
experiencing depression (OR=2.96, 95% CI=1.34-6.54). Further, the odds of reporting 
moderate-severe LUTS increased with ACEs load (OR=1.38, 95% CI=1.03-1.86) and 
psychological distress, (OR=2.66, 95% CI=1.76-4.04). Interestingly, men who currently 
chewed betel quid had lower odds of reporting moderate-severe LUTS (OR= 0.24, 
95% Cl= 0.12-0.50).    
Table 6.21 Logistic regression of factors related to the likelihood of reporting lower urinary 
tract symptoms. 
Predictors B SE Wald df P-value OR 95% CI 
Poor/Fair health status 1.22 0.36 11.35 1 0.001*** 3.39 (1.67-6.90) 
Depression 1.09 0.40 7.20 1 0.007** 2.96 (1.34-6.54) 
Chewing betel quid -1.42 0.37 14.48 1 0.001*** 0.24 (0.1-0.50) 
ACE load 0.32 0.15 4.58 1 0.032* 1.38 (1.03-1.86) 
Psychological distress 0.98 0.21 21.41 1 0.001*** 2.66 (1.76-4.04) 
Note: *p<0.05, **p<0.01, ***p<0.001. Controlling for age.  Variable(s) entered on step 1: Education level, Poor/fair health 
status, diabetes, heart disease, high blood pressure, depression, smoking, chewing betel quid, WHO mental well-being, SLE - 
12 months, SLE - ever, ACE Load, HRQoL, Psychological distress. 
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6.8.2 Predictors of sexual difficulties and severity 
As noted earlier, backward multiple regression was performed to assess predictors 
of the likelihood of reporting any sexual difficulties and the severity of these 
difficulties among men. In this linear regression modelling, severities of all sexual 
difficulties were assessed as a continuous variable. Men reported experiencing no or 
mild difficulties on the lower end and severe SD at the higher end. Chronic health 
problems (diabetes, high blood pressure, heart disease) were combined to form 
variable of total number of NCDs.  Health risk behaviours (illicit drug use, smoking, 
alcohol and chewing betel quid) were combined to form a total number of risk 
behaviours. The variables selected into the models were associated (p<0.100) with 
each of the SD. Table 6.22 shows the independent predictors of sexual difficulties and 
severity of SD after controlling for age. The combination of variables; total NCDs, 
psychological distress, health related quality of life (SF-6D) and intercourse 
satisfaction were significantly associated with SD severity, F (5,248) =8.41, p<0.001. 
After controlling for age, factors such as intercourse satisfaction, psychological 
distress, and number of NCDs were significant independent predictors of severity of 
sexual difficulties. These factors explained an additional 11.8% of the variance in the 
sexual difficulty severity score.   
Table 6.22 Predictors of SD severity  
Variables B SEB β T VIF 
Constant 5.71 0.59  9.74  
Intercourse satisfaction -0.82 0.16 -0.31*** -5.16 1.10 
Total № of NCDs 0.61 0.20 0.18* 3.05 1.01 
HRQoL (SF-6D) -1.68 0.84 -0.12* -2.00 1.00 
Psychological distress (K-10) -0.04 0.02 -0.13* -2.07 1.11 
Note:  R2=0.132; Adjusted R2=0.118; *p<0.05; **p<0.01, ***p<0.001. B=Unstandardized Regression 
Coefficient; SEB=Standard error of the coefficient; β= Standardised coefficient. 
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6.9 ADVERSE CHILDHOOD EXPERIENCES 
The next set of analyses investigated the cumulative effects of multiple categories of 
ACEs and association with risk behaviours, stressful life events and co-morbid health 
problems. ACEs included childhood physical neglect, physical abuse, emotional 
abuse, sexual abuse, drug abuse in the household, incarcerated household member, 
suicidal or chronically ill person, household member treated violently, divorced, 
bullying, community and collective violence (Bynum, et al., 2011). Many studies show 
a strong association between ACEs and poor adulthood health and social outcomes 
globally (Bellis et al., 2014; Bellis, Lowey, Leckenby, Hughes, & Harrison, 2014). This 
is the first study to document ACEs among men in the Solomon Islands. The next set 
of analyses examines the relationship between 12 self-reported adverse childhood 
experiences among men. It will then examine the associations between the total 
number of ACEs and risk factors relating their health status. 
6.9.1 Association between adverse childhood experiences and age groups 
There were 12 categories of childhood experiences and exposures in the study (Table 
6.23). The most commonly reported categories were community violence (84.5%), 
household member was treated violently (76.0%), bullying (50.5%), emotional abuse 
(50.5%) and physical neglect (42.8%). There were some significant associations found 
between the types of ACEs and age groups. Younger males (18-29 years) were more 
likely to report experiencing the following types of ACEs; physical neglect (57.3% vs 
43.0%, p=0.003), sexual contact (61.8% vs 38.2%, p=0.001) and parents been divorced 
(13.9% vs 4.4%, p=0.001). While older men were more likely to report living in a 
household with someone chronically depressed, mentally ill, institutionalised or 
suicidal (33.3% vs. 66.7%, p=0.046).  Table 6.23 also shows the co-occurrence of ACEs. 
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About 19.3% of men experienced between zero and two forms of adverse childhood 
adversity during the first 18 years of life.  About 34.8% of men experienced 3 or 4 
ACEs while 26.5% experienced 5-6 ACEs and 19.5% of men experienced 7 or more 
ACEs during the first 18 years of life. 
Table 6.23 Prevalence of adverse childhood experiences by age groups 







Physical neglect  99 (51.0) 78 (37.9) * 177 (44.3) 
Physical abuse 62 (32.0) 61 (29.6) 123 (30.8) 
Emotional abuse 103 (53.1) 104 (50.5) 207 (51.7) 
Contact sexual abuse 85 (43.8) 51 (24.8) *** 136 (34.0) 
Alcohol and drug abuser in the 
household 
26 (13.4) 22 (10.7) 48 (12.0) 
Incarcerated household member 31 (16.0) 35 (17.0) 66 (16.5) 
One parent or divorced 27 (13.9) 9 (4.4) *** 36 (9.0) 
Someone chronically depressed, 
mentally ill, institutionalized or 
suicidal 
13 (6.7) 26 (12.6) * 39 (9.8) 
Household member treated violently 147 (75.8) 161 (78.2) 308 (77.0) 
Bullying 107 (55.2) 101 (49.0) 208 (52.0) 
Community violence 168 (86.6) 168 (81.6) 336 (84.0) 
Collective violence 58 (29.9) 52 (25.2) 110 (27.5) 
ACEs categories     
0-2 29 (14.9) 48 (23.3) 77 (19.3) 
3-4 69 (35.6) 70 (34.0) 139 (34.8) 
5-6 50 (25.8) 56 (27.2) 106 (26.5) 
7+ 46 (23.7) 32 (15.5) 78 (19.5) 
Note: *p <0.05, **p <0.01, ***p<0.001. 
6.9.2 Relationship between categories of adverse childhood experiences 
Table 6.24 shows the probability of a male being exposed to any single ACEs also 
being exposed to other ACEs categories. The exposure ranges from 9.6% for was 
household member was treating violently who also lived with one parent or divorce, 
to 96.2% of men who experiencing collective violence as well as community violence. 
The four most common additional childhood adversities experienced among men 
were seeing household member being treated violently, and witnessing
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Table 6.24 Relationships between categories of adverse childhood exposure 
Percent (%) exposed to another category 




























Physical abuse  85.8 44.2 20.8 17.5 10.8 90.0 15.0 50.8 63.3 90.0 41.7 
Emotional abuse 51.2 - 35.2 14.9 19.9 13.4 93.5 12.4 48.0 61.2 91.0 32.7 
Sexual abuse *44.3 61.1 - 19.8 22.1 11.7 76.7 15.3 51.7 55.8 91.7 39.7 
Alcohol/drug abuser 52.1 62.5 43.8 - 29.2 25.0 81.3 20.8 45.8 62.5 91.7 43.8 
Imprisoned member 31.8 60.6 43.9 21.2 - 25.8 84.8 24.2 48.5 54.5 90.9 31.8 
Depressed, mentally ill, suicidal 33.3 69.2 35.9 30.8 43.6 - 87.2 10.3 48.7 64.1 84.6 43.6 
Household member treated 
violently 
35.8 62.3 30.5 12.9 18.5 11.3 - 9.6 80.7 53.3 90.1 28.1 
One parent or divorced 50.0 69.4 44.4 27.8 44.4 11.1 80.6 - 32.9 58.3 91.7 44.4 
Physical neglect 35.7 55.6 36.3 12.9 18.7 11.1 45.7 8.2 - 56.1 87.7 27.5 
Bullying 37.6 61.4 33.8 14.9 17.8 12.4   80.2 10.4 48.0 - 85.1 26.7 
Community violence 32.1 53.9 35.7 12.9 17.6 9.7 80.7 9.7 44.1 50.6 - 30.1 
Collective violence 48.6 62.9 49.5 20.0 20.6 16.2 84.8 15.2 46.1 52.9 96.2 - 
a Number exposed to the first category.  E.g., among men who were exposed to sexual abuse, *44.2% also physically abused 
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community violence. Most men (85.8%) who were physically abused also 
experienced emotional abuse; Nine in ten men (90.0%) who had experienced physical 
abuse also witnessed or experienced community violence and collective violence. 
About 63.3% of men who experienced physical abuse also reported bullying. 
6.9.3 Association between adverse childhood experiences and socio-
demographics 
Table 6.25 shows the associations between ACEs and demographic characteristics. 
There were no significant associations between age, employment status, education 
and multiple ACEs in this study.   
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    Note: *p<0.05, **p<0.01, **p<0.001. 
6.9.4 Association between adverse childhood experiences and risk behaviours 
There were significant, linear increases in the use of betel nut, alcohol and illicit 
drugs as the number of childhood adversities increased (see Table 6.28). This is the 
first known observation that childhood adversity correlates with betel nut use; this 
is notable, as chewing betel quid in the Solomon Islands is normative among adult 
males.  Although the association between multiple ACEs and tobacco smoking was 
not significant, the trend was in the same direction. 
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 Table 6.26 Association of harming behaviour and ACEs  
 ACE Score  
 n (%) 
Variables (%) 0-2 3-4 5-6 7 + 𝒙𝟐 
Chewing betel quid 313 (78.3) 50 (64.9) 111 (79.9) 84 (79.2) 68 (87.2) 0.008** 
Illicit drug use 39 (9.8) 3 (3.9) 11 (7.9) 12 (11.3) 13 (16.7) 0.045* 
Current smoker 233 (58.3) 36 (46.8) 81 (58.3) 65 (61.3) 51 (65.4) 0.101 
Alcohol use 284 (71.0) 39 (50.6) 40 (71.2) 80 (75.5) 66 (84.6) 0.001*** 
Multiple sex partner 153 (36.8) 22 (28.6) 56 (40.3) 39 (36.8) 36 (46.2) 0.141 
Note: *p < 0.05, **p<0.01, ***p<0.001 
There were statistically significant associations between ACEs score and poor/fair 
health status and depression among men (Table 6.28). The association between ACEs 
score and other common health conditions were not significant. 
Table 6.27 Association of ACEs and health conditions 
 ACEs Score  
n (%) 
Variables n (%) 0-2 3 - 4 5 – 6 7+ P-value 
Fair/poor health 80 (20.0) 20 (26.0) 19 (13.7) 14 (13.2) 27 (34.6) 0.001*** 
NCDs 51 (12.8) 9 (11.7) 11 (7.9) 18 (17.0) 13 (16.7) 0.123 
STIs 71 (17.8) 11 (14.3) 25 (18.0) 17 (16.0) 18 (23.1) 0.500 
Malaria 245 (61.3) 49 (63.6) 87 (62.6) 57 (53.8) 52 (66.7) 0.290 
Dengue fever 53 (13.3) 8 (10.4) 17 (12.2) 13 (12.3) 15 (19.2) 0.363 
Depression 54 (13.5) 3 (3.9) 17 (12.2) 16 (15.1) 18 (23.1) 0.006** 
Note: NCDs (Diabetes, Heart disease, High blood pressure). *p < 0.05, **p<0.01, ***p<0.001 
6.9.5 Relationship between multiple ACEs and adverse life experiences 
Table 6.29 presents the means and standard deviations for ACEs and mental and 
physical health indicators. Significant associations were observed for all the 
indicators. The Bonferroni post hoc test indicated that significant differences were 
observed between ACEs load and level of distress, well-being and adult life stresses.  
As the number of ACEs increases, the mean score for SLEs and psychological distress 
increases. On the other hand, the mean score for well-being decreases as the co-
occurrence of ACEs increased.   
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Life stress (12 months) 
Mean (SD) 
0-2 a 14.09 (3.86)  68.52 (22.02)  2.03 (1.95)  
3-4 b 15.35 (3.73)  62.56 (21.15)  2.67 (2.44)  
5-6 c 16.82 (4.85) *a 55.55 (24.94) *a 3.28 (2.26) *a 
7+  20.31 (5.97) *abc 45.79 (26.13) *abc 5.17 (2.92) *abc 
     a,b,c  Bonferroni post hoc test, *p < 0.0, **p<0.01, ***p<0.001. 
6.10 SUMMARY 
This chapter has found that certain socio-demographic factors, health conditions and 
risk practices, psychological and mental health problems were correlated with sexual 
dysfunction, LUTS and ACEs. The bivariate analyses reveal many significant 
associations. However, after controlling for age, some of the associations were no 
longer significant. The associations with each type of sexual dysfunction varied. 
Although two types of sexual dysfunction (PE and OD) had counter-intuitive positive 
associations with mental health (see Tables 6.15 and 6.16), when this was examined 
in the multivariate analyses, the effects were no longer statistically significant. 
Many of the socio-demographic factors, health conditions and risk practices and 
psychological and mental health indicators showed a positive association with sexual 
difficulties. In the multivariate analysis, intercourse satisfaction, total number of 
NCDs and psychological distress were independently associated with sexual 
dysfunction severity.   
Finally, exposure to multiple ACEs is common for males in the Solomon Islands. This 
includes direct physical, psychological and sexual abuse, as well as witnessing 
domestic violence. The accumulated experience of adverse childhood experiences 
(ACEs) was strongly associated with depression, psychological distress, low well-
being, and risky behaviours such as illicit drug use, betel nut chewing and alcohol 
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consumption. The evidence indicates that the effects of adversity (including child 
abuse) are long-lasting because the links between adverse childhood experiences 
and the men’s health are also observed for middle-aged and older men.  
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Chapter 7: Discussion and Conclusions 
This study is the first in the Solomon Islands and one of few in the South Pacific region 
to report the prevalence of sexual difficulties and lower urinary tract symptoms 
experienced by adult males. The study explores the barriers to accessing reproductive 
health care services by men. Further, associations between demographic factors, 
social behaviour, adverse life experiences and co-morbid health problems among 
men were analysed.  
Overall, the data suggested that Solomon Islands men’s level of awareness and 
knowledge about sexual dysfunction and prostate problems was limited. However, 
reproductive health problems appear to be quite common among these men. It was 
found that various factors such as psychosocial and cultural, traditional medicine, 
physical and mental health issues may influence men’s reproductive health problems 
and the extent to which they utilise the health care system.   
One of the distinctive features of this study was the comprehensive approach taken 
to investigate sexual difficulties using a mixed-methods approach, prior research this 
field with men has focussed only a single sexual problem, for example, erectile 
dysfunction, (Adams, et al., 2013). This project gave men the opportunity to talk 
about their awareness of sexual and reproductive health problems and what they 
thought would be the best health care approaches for males in the Solomon Islands 
sociocultural environments.    
As revealed in the literature review, there is a dearth of published reports on male 
sexual dysfunction in the PICTs including Solomon Islands. Men in the qualitative 
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phase of this exploratory study spoke about their low level of awareness about sexual 
problems, and difficulties men face in accessing reproductive health care services. 
The overall impression from the qualitative interviews is similar to studies among 
indigenous men in Australia and more globally (Adams, et al., 2013; Buvat, et al., 
2009; Laumann, et al., 2009; Moreira et al., 2008b; Nicolosi, et al., 2006b). Only a 
minority of men seek professional help, and most are not comfortable talking to 
female doctors or HCWs about their sexual problems.   
The majority of narratives reflect complex interconnected psychosocial and cultural, 
religious, traditional and physical factors. Some participants believed that the causes 
of male sexual dysfunction included ‘black magic’ or ‘sorcery’. For these men, going 
to a health facility to get medical care is the last resort. The narratives indicated these 
men would prefer to use traditional medicine to cure their sexual problems because 
it is convenient, cheap and widely available. The quantitative interviews confirmed 
that a large proportion (84.5%) of men said they use traditional medicine to influence 
sexual function. The narratives indicated that men do not talk about sexual difficulties 
and reproductive health issues in health care settings because female nurses at the 
clinics dominate the system in the Solomon Islands. Many of these men believe that 
they should not be talking to woman about their sexual problems. These beliefs are 
rooted in the conservative sociocultural norms within the Solomon Islands. In 
addition, many men mentioned the lack of confidentiality and privacy in the clinics. 
There was a strong preference for culturally appropriate clinics to deal with taboo 
issues such as sexual and reproductive health. This is consistent with the 
recommendation by MacLaren, et al. (2009) to incorporate sociocultural beliefs into 
routine health practices in the Solomon Islands communities (MacLaren, et al., 2009). 
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Other studies emphasised the need to recognize the impact of cultural beliefs on 
sensitive sexual issues among men from non-English and indigenous backgrounds 
(Adams, et al., 2013; Holden, et al., 2006).   
Another key finding was the willingness of many men to learn about sexual problems. 
Narratives from focus group discussions and one to one interviews revealed that 
some men can talk about sexual problems with their partners and friends. However, 
many men are not getting the correct information about their sexual difficulties from 
their partners and friends. Furthermore, the narratives indicate most men are not 
talking about sexual dysfunction because of fear, shame and embarrassment. These 
barriers have also been noted by other researchers (Hinchliff & Gott, 2011; Laumann, 
et al., 2009; Laumann et al., 2006; Nicolosi, et al., 2006a; Nicolosi, et al., 2006b). Some 
men expressed a strong preference for same gender health care workers, and prefer 
communication using non-technical words.   
An interesting finding was that many men interviewed said that they did not know 
about the prostate gland and prostate-related diseases except for two male health 
care workers. Adams, et al. (2013) reported similar results, in a study among 300 
Australian Aboriginal men.  In the quantitative survey, 87% of men did not know the 
function of the prostate gland and were not aware of prostate related diseases.  This 
is of great concern, as prostate cancer is the second leading cause of death among 
men in the Solomon Islands (National Referral Hospital, 2013).  Further, only 55% of 
men in the survey reported they were concerned about getting prostate cancer. The 
majority of men were not aware of the benefits of testing for prostate cancer and 
other related diseases. As found in the quantitative survey, very few 9 (2.3%) men 
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reported ever being physically examined by health care worker for prostate cancer 
and only 12 (3.0%) men had done the prostate-specific-antigen test.   
Low usage of health care services may partly be due to the popularity of traditional 
herbs (kastom medicine) for sexual problems. Many participants in the qualitative 
interviews reported they parsonally use, or knew of someone in the community who 
had used, kastom medicine to treat sexual problems. Similarly, in the quantitative 
survey, use of kastom medicine was the most common action taken by men to 
improve their sexual function. This is consistent with other studies of kastom 
medicine in the Solomon Islands, where people seek traditional healing before going 
to clinics to get modern medicine (Furusawa, 2006; Maclaren, 2006; Straume, 2009). 
A review of male sexual dysfunction and use of traditional medicine amongst men in 
Asian countries also found traditional medication use is related to avoidance of 
talking to health care workers because of embarrassment (Ho, et al., 2011). Several 
factors including affordability, accessibility and availability of traditional medicine in 
markets and restaurants encourages such practice (Ho, et al., 2011).  Interestingly, 
narratives from men in the current study indicated that some men have used 
traditional medicine sourced from East Asian. This is important as it may be indicating 
the influence of Asian medicine into traditional kastom medicine practice in the 
Solomon Islands. One implication is that the practice of kastom medicine should be 
regulated to reduce potentially harmful outcomes. More research on the quality of 
kastom medicine and its active ingredients is required. 
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7.1 USING QUALITATIVE FINDING TO SHAPE THE QUANTITATIVE SURVEY 
Qualitative findings aided development of the quantitative survey instrument. The 
main focus in preparing the survey tool was to develop a culturally appropriate 
instrument to measure the prevalence of male dysfunction, symptoms of prostate 
diseases and associated social determinants. The data from the qualitative interviews 
enabled the chief investigator to identify beliefs and perceived level of awareness 
about reproductive health among men that needed to be addressed quantitatively. 
The quantitative survey questionnaire as noted earlier in the previous chapter was 
developed based on the qualitative data and the Wantok conceptual framework 
(Fig.2.3). Furthermore, the qualitative data was the basis for generating the 
quantitative research questions and methods of data collection in this study. 
7.2 PREVALENCE OF LOWER URINARY TRACT SYMPTOMS AND ASSOCIATED 
FACTORS 
Lower urinary tract symptoms (LUTS) are significantly associated with low quality of 
life (QoL) and impaired daily activities in men (Chung, et al., 2013; Fujimura et al., 
2012). LUTS increases with aging, co-morbid medical and lifestyle factors and sexual 
dysfunction (Glina, Santana, Azank, Mello, & Moreira, 2006; Holden, et al., 2005; Kim, 
Han, Ryu, & Lee, 2015; Li, Garcia, & Rosen, 2005; Rosen, Fitzpatrick, & Group, 2009; 
Rosen et al., 2009). A significant contribution of the current study was to generate 
the first estimates of prevalence (14.6% moderate to severe) of LUTS among men in 
the Solomon Islands. This prevalence estimate appears lower than many countires. 
One possible explanation was the relatively young sample in this survey. Previous 
studies show that the prevalence of LUTS increased as men age. However, this trend 
was not observed in the current study, where the prevalence of LUTS was almost the 
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same among the younger and older men (Table 5.22). Although atypical, this finding 
is consistent with study conducted among Australian Aboriginal men (Adams, et al., 
2013).  
Consistent with other studies, men in the Solomon Islands who reported common 
chronic disorders such as diabetes, heart diseases, high blood pressure and 
depression were more likely to report moderate to severe LUTS (Chung, et al., 2013; 
Holden, et al., 2010; Seim, Hoyo, Ostbye, & Vatten, 2005; Wong, Chan, Hong, Leung, 
& Woo, 2006; Wong, Woo, Leung, & Leung, 2010). A noticeable unexpected finding 
was the negative association between current smoking, chewing betel quid and 
moderate to severe LUTS. There are conflicting findings in previous studies about the 
association between smoking and LUTS. Several studies have reported positive 
association between smoking and moderate to severe LUTS (Joseph, et al., 2003; 
Seim, et al., 2005; Yeh et al., 2012), while other studies reported negative association 
(Meigs, Mohr, Barry, Collins, & McKinlay, 2001), or did not find any significant linkage 
(Chung, et al., 2013; Holden, et al., 2010; Maserejian, Kupelian, Miyasato, McVary, & 
McKinlay, 2012).   
When controlling for age in the multivariable analysis, poor health status, depression, 
ACE load, psychological distress and chewing betel quid were found to be 
independently associated with LUTS. Chewing betel quid was found to be protective 
against moderate to severe LUTS. This finding is contradictory to previous studies in 
animals documented in a review, which reported chewing betel quid caused prostate 
enlargement because of the increasing concentration of sialic acid in the seminal 
vesicles (Garg, Chaturvedi, & Gupta, 2014). This unexpected finding needs further 
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exploration. The estimate may be unstable due to  small sample size  and the rather 
low prevalence of men experiencing moderate to severe LUTS in the current study. It 
is notable that a very high proportion of men chew betel quid in the Solomon Islands. 
Future research should examine this finding with a larger sample across different 
parts of the Solomon Islands.  
Men reporting poor/fair health and those with depression were more likely to 
experience moderate to severe LUTS. Another important independent association 
was between LUTS and ACE load. There is a significant dose-response relationship 
between childhood adversity and moderate to severe LUTS; as the ACE load 
increases, the proportion of men who report moderate to severe LUTS increases. This 
may indicate the long-lasting effects of adverse childhood experiences on 
reproductive health. This study offered the opportunity to undertake the first survey 
of adverse childhood experiences of men in the Solomon Islands, and one of first in 
the Pacific region.   
The data clearly suggest that multiple adversity is the norm; the great majority of 
men (91.5%) reported at least one type of ACE while 80% had three or more and one 
in every five men (19.5%) reported seven or more types. For many men, their high 
exposure to community and collective violence would be related to the widespread 
civil conflict in the late 1990s and early 2000’s. The finding that three-quarters of the 
men had witnessed violence in the household when growing up is consistent with 
evidence from interviews with Solomon Islands women and indicates prevailing 
norms for physical and emotional violence in interpersonal relationships (The 
Secretariat of the Pacific community, 2009). 
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As noted by many authors, direct comparison of survey findings regarding early 
adversity is hampered by differences in methods and measures (Dunne, et al., 2008; 
Fang, et al., 2015; Hovdestad, Campeau, Potter, & Tonmyr, 2015; Moore et al., 2015; 
Viola et al., 2016).  The best available comparison for this Solomon Islands study is 
the recent ‘U.N. Multi-country Cross-sectional study on men and violence in Asia and 
the Pacific’ (Fulu, et al., 2013; Jewkes, et al., 2013) conducted in six countries 
(Bangladesh, Cambodia, China, Indonesia, Papua New Guinea [the PNG site was 
Bougainville Islands] and Sri Lanka. The focus of that study was on the male 
perpetration of sexual violence, although interviews with men included assessment 
of some childhood adversities (Fulu, et al., 2013; Jewkes, et al., 2013). The prevalence 
estimate for child sexual abuse (CSA) of males in the Solomon Islands (34%) was close 
to that found in nearby Bougainville (32%) using similar questions. In both countries, 
the prevalence of male CSA was two to three times higher than was found for men in 
Cambodia, China and Indonesia, and about 50% higher than in Bangladesh (Fulu, et 
al., 2013). Childhood exposure to violence at home was also similar in Bougainville 
and the Solomon Islands (56% and 77% respectively), with the Solomon Islands 
estimate possibly higher because the question asked about witnessing any household 
member being treated violently, whereas the Bougainville question was specific to 
witnessing abuse of mothers by partners. The in-home violence exposure estimates 
for these two countries are at least twice as high as found in East and South Asian 
countries (Fulu, et al., 2013; Jewkes, et al., 2013). 
Beyond these few observations, there are no directly comparable studies of multiple 
childhood adversities among men in South Pacific Island nations. This is the first in 
the region to examine associations between multiple ACEs and men’s health and risk 
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behaviours. Here, the findings quite consistent with the global evidence. The dose-
response relationships between multiple ACEs and higher psychological distress, 
lower well-being, and risk of multiple stressful life events during adult years are 
similar to studies in East Asia, the Middle East, North America, Africa  and Europe 
(Almuneef, Qayad, Aleissa, & Albuhairan, 2014; Bellis, Hughes, et al., 2014; Gilbert, 
et al., 2015; Patten et al., 2015; Ramiro, et al., 2010).   
A new finding in this study is the significant association between ACEs and chewing 
betel quid. This is interesting, as even this long-standing population social practice in 
Pacific nations (WHO, 2012) is apparently influenced by early life adversity. The 
finding suggests a further pathway between ACEs and adult chronic diseases, similar 
to the trends in the USA and other countries regarding alcohol and drug use and 
tobacco smoking (Anda, et al., 2010; Shonkoff, et al., 2012). Habitual betel quid 
chewing, with or without concurrent tobacco use, is strongly linked with oral cancers, 
periodontal disease, tooth decay and possibly cardiovascular disease(WHO, 2012). 
Analysis of associations between ACEs and health for younger (18-29 years) and older 
(30-70 years) men suggests the impact of childhood adversities on health and 
behaviour persist throughout life. This is also consistent with research worldwide 
(Anda et al., 2006; Norman, et al., 2012; Raposo, Mackenzie, Henriksen, & Afifi, 2014; 
Rice, Rihmer, Golier, & Sher, 2015). 
7.3 SEXUAL DYSFUNCTION AND ASSOCIATED FACTORS 
The final objective in this study was to estimate the prevalence and severity of male 
sexual dysfunction. The research also aimed to improve understanding of variables 
that may influence the severity of sexual difficulties among in this population.   
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The estimated prevalence of indicators of sexual dysfunction ranged from 4.3% to 
39.5%. The most commonly self-reported moderate to severe type of sexual 
dysfunction was premature ejaculation (39.5%), followed by low sexual desire 
(29.0%), orgasm difficulty (27.3%) and erectile difficulty (4.3%). As noted by many 
authors, direct comparison of the findings is difficult because of variations in the 
research designs, definitions of sexual dysfunction and measures used (Lewis, et al., 
2010; McCabe, et al., 2016a). Previous studies have identified premature ejaculation 
as the most common sexual difficulty among men aged 18-70 years (Christensen, et 
al., 2011a; Gomes & Nobre, 2014; Traeen & Stigum, 2010).  A recent review reported 
the prevalence of premature ejaculation in general populations ranged from 4 to 39% 
with most estimates falling between 22 and 38% (Kirby, 2014). The estimated 
prevalence in the current study is therefore at the higher end of estimates reported 
in most studies in Asian countries and developed western countries (Ho, et al., 2011; 
McMahon, et al., 2012). In the bivariate analysis, men aged 30+ years were 
significantly more likely to report premature ejaculation compared to the younger 
cohort. Interestingly, some previous studies have found no significant association 
between age and PE, although no significant associations have also been observed 
(Gomes & Nobre, 2014; Laumann, et al., 1999; Porst et al., 2007). It is within the 
bounds of possibility that younger men were more likely to control their ejaculation 
compared to the older cohort (30+ years). It is also possible that younger men in the 
current study did not consider premature ejaculation to be a problem. The survey 
also revealed significant negative associations between psychological distress, 
stressful life events in the past twelve months and premature ejaculation. Several 
studies have found links between distress and premature ejaculation (Hwang, Yang, 
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& Park, 2013; Porst, et al., 2007; Rosen & Althof, 2008). In this study, after adjusting 
for age, there were no association between psychological distress and premature 
ejaculation. Neither experiencing cumulative stressful life events in the past 12 
months or ACE load were associated with premature ejaculation. This finding is 
consistent with other studies (Mourikis et al., 2015).  
The prevalence of low sexual desire and orgasm difficulty in this sample is 
comparable to other studies, although the estimated prevalence may be toward the 
higher end of the range (Gomes & Nobre, 2014). The proportion of young men 
reporting low sexual desire was higher than older men aged 30+ years. This is 
consistent with the literature (Beutel, et al., 2006; Holden, et al., 2005). The high 
prevalence reported in this current study could be related to the traditional lifestyles 
among men in the Solomon Islands. Narratives from the qualitative interviews 
indicated that overcrowding in homes influences men’s sexual enjoyment.  Men do 
not have much privacy at home and this may diminish sexual desire. When sex play 
and intercourse is not feasible. The environmental constraint may explain the rather 
low intercourse reported by man.  
However, when controlling for possible confounding factors in the multiple logistic 
regression, age was not a significant predictor of sexual desire. This is consistent with 
studies that report no significant association (Kontula & Haavio-Mannila, 2009; 
Najman, et al., 2003). Moreover, the study found men who were married, employed 
and who had reached tertiary level of education were less likely to report low sexual 
desire. This is consistent with previous findings e.g. (DeLamater & Sill, 2005). This 
could be interpreted as men who are educated, employed and married were more 
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mindful of their sexual desire. Further research investigating the reasons for low 
sexual desire among men will be valuable.   
Orgasm difficulty was the third most commonly reported sexual dysfunction (Table 
15.16). Interestingly, there was no significant difference in the proportion of younger 
men reporting orgasm difficulty compared to older men (23.6% vs. 29.3%). The 
overall prevalence of 27.3% in the current study is slightly higher than reported in the 
literature. In Portugal, about 17.6% of men aged 18 to 70 reported orgasm difficulty 
over a four-week period (Gomes & Nobre, 2014).  A study among Australian men 
aged between 18 to 65 years reported a prevalence of 5.7% for delayed ejaculation 
(McCabe & Connaughton, 2014). In Nigeria, among male secondary school teachers 
aged 20 to 65 years, the prevalence of orgasm disorder was estimated to about 23% 
(Adegunloye, Makanjuola, & Adelekan, 2010). In the Global Study of Sexual Attitudes 
and Behaviour, the reported prevalence of orgasm difficulty ranged from 9.1% in 
Northern Europe (Austria, Belgium, Germany, Sweden and UK) to 21.1% in South East 
Asia (Indonesia, Malaysia, Philippines, Singapore and Thailand), (Laumann, et al., 
2005). The higher prevalence reported in this study may be associated with social and 
cultural beliefs among men about the importance of lasting longer when having 
sexual intercourse.  
Poor health status, depression, stressful life events, WHO-wellbeing index score and 
chewing betel quid had significant associations with orgasm difficulty. Poor health 
was positively linked with orgasm difficulty while other variables showed negative 
associations. When controlling for age, only depression, poor health, and wellbeing 
remained significant variables associated with orgasm difficulty. There were negative 
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associations between depression, psychological distress and orgasm difficulty. Poor 
health is positively associated with orgasm difficulty. Men with depression and 
psychological distress had lower odds of reporting orgasm difficulty compared with 
men without depression and psychological distress. As also noted by McCabe and 
Connaughton (2014), it is possible that the presence of orgasm difficulty among men 
may trigger depression and psychological distress and that men experiencing 
depression and psychological distress may not necessarily report orgasm difficulty.  
This data indicated low prevalence of moderate to severe erectile dysfunction (4.3%). 
In addition, 19.1% of men reported experiencing mild erectile difficulty during the 
past four weeks. Thus, almost a quarter (23.3%) of the sexually active men had some 
level of ED. A possible explanation for the low prevalence was the close cultural and 
traditional living arrangement in the Solomon Islands. It is also possible that men 
might have considered erectile difficulty as more embarrassing to talk about 
compared to other sexual difficulties such as premature ejaculation, orgasm difficulty 
or low sexual desire because of the traditional belief among men that having an 
erectile problem is a sign of sexual weakness. Similar sentiments were expressed in 
the qualitative phase of the study when men were talking about making fun of sexual 
problems amongst themselves often with reference to getting and keeping an 
erection. The primacy of erectile function has also been noted in other studies, 
(Braun, et al., 2000; Rynja, Bosch, Kok, Wouters, & de Kort, 2010). Relatively lower 
prevalence of ED may be due to the relatively youth of this sample and the age range 
in this study was 18-70 years compared to other studies that focussed only on older 
men aged 40-80 years (Holden, et al., 2005; Laumann, et al., 2005). As noted from 
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the qualitative interviews and the literature, ED was strongly associated with aging. 
Younger men in the study may be less likely to experience ED.   
Previous studies have reported associations between ED and sociodemographic 
factors, chronic diseases especially diabetes and cardiovascular diseases, health risk 
behaviours, stressful life events, psychological disorders, and usage of certain 
medications. Several reviews found erectile dysfunction shared common risk factors 
for cardiovascular disease (obesity, smoking, lack of exercise, metabolic syndrome 
and high cholesterol) (Beutel, et al., 2006; Esposito et al., 2008). Poor health and 
urological diseases such as LUTS are significantly associated with ED (Glina, et al., 
2006; Lewis, 2011). A study in Denmark reported that sexually active men who were 
underweight or obese and tobacco smokers were more likely to experience ED 
(Christensen, Gronbaek, Pedersen, Graugaard, & Frisch, 2011b). The bivariate 
findings from the current study did not indicate significant associations between ED 
and sociodemographic factors, chronic diseases, health risk behaviours, and 
psychological disorders contrary to previous studies. The inconsistency with previous 
research maybe due to the different definitions of ED, and more likely because of the 
exclusion of 36% of sexually inactive men from the analysis. This has affected the 
power of the study to detect significant effects. Thus, given the reduced sample size, 
possible underestimate of self-reported medical conditions and low prevalence of ED, 
this study may have missed moderately strong associations. It is, therefore, 
important to consider such issue in future investigations.   
Cigarette smoking, alcohol consumption and chewing betel nut quid were highly 
prevalent among men in the study.  This  is consistent with previous studies 
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conducted in the Solomon Islands (Solomon Islands Government, 2012; Tovosia, 
Chen, Min-Jen Ko, et al., 2007).  Although many studies have found associations 
between male sexual dysfunction and smoking and alcohol consumption 
(Christensen, et al., 2011a; Feldman, et al., 1994; Lam, et al., 2006), the present study 
did not find significant associations between male sexual dysfunction with these 
variables.  Chewing betel nut quid has been used as an astringent, mouth freshener, 
a taste enhancer, purgative, intoxicant, for impotence and gynaecological problems, 
parasitic intestinal infection and for indigestion and prevention of pregnancy related 
morning sickness by many people in South Asia(Meerjady S Floraa, Christopher GN 
Mascie-Taylorb, & Rahman, 2012).  Similarly, in the Solomon Islands betel nut quid 
chewing has traditional usage in the communities.  Although there is very high 
prevalence of chewing betel nut quid among the study participant, there was no 
indication of siginificant association with sexual dysfunction.    
Another interesting finding concerns the high comorbidity among sexual difficulties. 
Erectile dysfunction was frequently reported by men who experienced premature 
ejaculation, orgasm difficulty and low sexual desire. Some men concurrently 
experience erectile difficulty, pre-mature ejaculation and orgasm difficulty and/or 
low sexual desire. This is consistent with previous studies (Gomes & Nobre, 2014; 
McCabe & Connaughton, 2014). Further research is needed to investigate factors 
predicting  different combinations of sexual difficulties as proposed by Carvalho, 
Vieira, and Nobre (2011).   
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7.4 POSSIBLE DETERMINANTS OF SEVERITY OF SEXUAL DYSFUNCTION 
The final section discusses SD severity and possible causal factors. As noted earlier, 
survey responses to the four (4) sexual problems were combined and scored on a 
continuum, where a high score represents more severe SD. Studies investigating the 
association between SD severity and socio-demographics, adverse life experiences, 
health problems, risk practices, mental health and HRQoL among men are limited.  
The results from the multivariate modelling suggested that occurrence of co-morbid 
NCDs was a positive independent predictor of SD severity. Previous studies have 
demonstrated positive associations between co-morbid NCDs on the severity of 
individual categories, such as ED and PE (El-Sakka, 2007; Lewis, et al., 2010). This may 
suggest that the magnitude of effects associated with occurrence of co-morbid NCDs 
may be greater compared to individuals with only one type of sexual dysfunction.   
Sexual satisfaction negatively correlated with severe SD and similarly, psychological 
distress was also a negative independent correlate of severe SD in this study. Less 
sexual satisfaction was linked with SD severity. This is similar to findings elsewhere 
for individual categories of SD (Laumann, et al., 2009; Laumann, et al., 1999; Traeen 
& Stigum, 2010). It is well documented that sexual problems are associated with 
unsatisfying relationship experiences. Although this is most commonly reported by 
women (McCabe, 2008), this study found that men with severe SD reported low 
sexual satisfaction.   
Psychological disorders such as stress, anxiety and depression have been consistently 
associated with sexual dysfunction in women and less consistently among men 
(Laumann & Waite, 2008; Lewis, et al., 2010). In this study, high psychological distress 
was associated with decreased odds of SD severity. This could suggest that men with 
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severe sexual difficulties are less likely to report psychological distress. This finding is 
counter-intuitive and not consistent with the definition given in the Diagnostic and 
Statistical Manual of Mental Disorders, 4th Edition, Text Revision (DSM-IV-
TR)(American Psychiatric Association, 1994). The definition stated that sexual 
impairment causes “marked personal distress or interpersonal difficulty”. However, 
a recent review on whether to include distress as a criterion to measure sexual 
dysfunction could not determine if it should be retained, or removed (Hendrickx, Gijs, 
& Enzlin, 2013). Findings from this study implied that men generally were not 
psychologically distressed ever if they reported severe SD. However, their level of 
sexual satisfaction decreased. A possible explanation may be due to the silence 
among men when it comes to health problems such as sexual difficulties.  
There was a negative association between the severity of sexual dysfunction and 
HRQoL. Previous studies have found negative associations between specific sexual 
difficulties (erectile dysfunction and premature ejaculation) and HRQoL (Sanchez-
Cruz, et al., 2003; Shabsigh & Perelman, 2006). There are difficulties in comparing this 
finding with other studies because of the different definitions, method and 
instruments used in assessing HRQoL and severity of sexual dysfunction. However, 
the result is consistent with literature that indicates a significant association between 
sexual dysfunction severity and low HRQoL. 
7.5 HEALTH SEEKING BEHAVIOURS REGARDING SEXUAL AND REPRODUCTIVE 
HEALTH PROBLEMS 
Although more than half of men in the current study reported experiencing at least 
one sexual problem, a large proportion (91.8%) of these men did not seek 
professional help. This is not surprising given that almost all men in both the 
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qualitative and quantitative interviews reported that they do not know much about 
sexual problems. This is consistent with findings from the GSSAB multi-country study 
(Moreira, et al., 2005a) and a study among indigenous men in Australia (Adams, et 
al., 2013). It is interesting to note that most men in the current study used traditional 
medicine rather than professional medical help for their sexual health problems. 
Studies conducted in the Solomon Islands have reported high usage of traditional or 
kastom medicine as first-line treatment for common diseases or infections before 
going to the clinic for modern treatment (Maclaren, 2006; MacLaren, et al., 2009; 
Straume, 2009).   
This study showed no significant associations between socio-demographic factors 
and health seek behaviour among men. Interestingly, LUTS scores had a significant 
negative association with health seek behaviour. This indicated that affected men 
were less likely than others to seek professional help. The same trend was also 
observed for other sexual problems. This can be explained by the cultural reluctance 
to deal with sexual problems. This finding has important implications for the 
introduction of culturally appropriate clinical and health promotion programs for 
men in the community.   
Others have commented that the Solomon Islands does not have any reproductive 
health programs specifically for men.   The Ministry of Health and Medical Services’ 
(MHMS) Reproductive health unit is responsible for the implementation and 
coordination of reproductive health programs.  A major challenge faced by the MHMS 
is the lack of strategic information and data to guide program implementation for 
male reproductive health care and services.  
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7.6 STRENGTH AND LIMITATIONS OF STUDY 
A strength of this current study lies in the mixed-methods research design and quasi-
random population survey sampling. The use of face to face interviews in both the 
qualitative and quantitative stages enabled men to be actively involved in the 
research. This is preferable to the common practice sole reliance on self-
administered questionnaires to investigate sensitive issues such as sexual 
dysfunction. In a closed cultural setting such as the Solomon Islands, face to face 
interviews conducted by local researchers signifies trust and a sense of belonging 
(Adams, et al., 2013); this provided an avenue for open discussion between the 
researchers and participants.   
Another strength of the study lies in the comprehensive approach used in the 
development of the survey instrument. The process incorporated findings from the 
systematic literature review, qualitative interviews and was informed by the Wantok 
conceptual framework. The survey instrument was translated using the WHO 
forward and backward translation process (WHO, 2014). This whole process ensures 
that the survey instrument is culturally and linguistically appropriate. 
Finally, this study is among the first to investigate male sexual dysfunction in the PICTs 
including Solomon Islands. It investigated a sensitive and hard-to-reach issue among 
men. The findings help our understanding and provide a stepping-stone for future 
investigations.   
Despite these strengths, there were some limitations encountered during the 
development and interpretations of the findings. As previously mentioned, one of the 
important limitations of this study was the exclusion of sexually inactive men (36%) 
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from much of the data analyses on sexual difficulties. This has reduced the statistical 
power of the study to detect possibly significant associations between SD and 
independent variables. This problem arose because it is difficult to phrase questions 
about recent sexual function for men who do not have current partner. 
The sample was not large and was limited to Honiara. Although this capital city is 
multicultural and includes residents from all Solomon Island provinces, our sample is 
not representative of social diversity the country. Selection bias is possible because 
migrant men maybe healthier than men who do not migrate to Honiara.  They will on 
average be younger, more likely to work or study etc, so this survey could under-
estimate the true level of chronic diseases and associated reproductive problems.  
Although we took a simple random sample of wards in Honiara, the final sample was 
only quasi-random due to difficulties in randomization of recruitment starting points 
for households in streets and residential clusters that were un-named and where 
many houses were not numbered. We obtained high participation from households 
where men were present, but resource constraints in this study precluded multiple 
contact attempts when no potentially eligible residents were at home when the 
researcher visited.   
 As with all cross-sectional studies, this research was unable demonstrate temporal 
relationships between dependent and independent variables.  
The use of single items to assess some of the sexual difficulties, such as orgasm 
dysfunction and premature ejaculation, may have affected the estimation of 
prevalence. It would be better to use a multi-item validated instrument (e.g. 
premature ejaculation diagnostic tool) in future studies.  The study was not able to 
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investigate how church, community structure and politics influenced reproductive 
health issues and service uptake by men. 
7.7 IMPLICATIONS FOR PUBLIC HEALTH 
This study contributes to literature on the prevalence of male sexual difficulties, 
associated risk factors and effects on men’s physical and mental health, especially 
among the PICTs. This study illustrated the importance of generating local evidence 
on reproductive health problems of men in communities within remote island 
countries such as the Solomon Islands. The research demonstrated that it is feasible 
to investigate highly sensitive issues such as sexual dysfunction among men in similar 
sociocultural settings. Further, this study demonstrated that it is possible to engage 
men of all ages, ethnicities and level of education in talking about their reproductive 
health problems.   
Many Solomon Islander men perceive barriers to accessing professional health care. 
Some of these barriers are emotional (e.g. out of shame), practical (e.g. distance to 
clinics) and personel related (e.g. gender of health care workers at clinics). Further, a 
large proportion of men lack knowledge and awareness about reproductive health 
problems. When asked specifically, many men said they were concerned about 
reproductive health problems (e.g. prostate cancer), but only few men are willing to 
talk about these problems. The lack of awareness and barriers to health care seeking 
are significant public health concerns. These issues have been identified in multiple 
studies internationally (Holden, et al., 2006; Laumann, et al., 2009; Nicolosi, et al., 
2006a; Nicolosi, et al., 2006b; Shabsigh, Perelman, Laumann, & Lockhart, 2004). 
Health promotional intervention studies to provide better information on male 
 176 Chapter 7: Discussion and Conclusions 
reproductive health and ways to address the barriers to seeking health services in 
low resource settings such as Solomon Islands is highly recommended. 
The study also demonstrated the need for health care workers to be trained in 
speciality areas such as andrology and sexology to complement existing reproductive 
health care services. Clearly, sexual dysfunction severity is linked to comorbid 
diseases such as diabetes, hypertension and heart diseases. It is therefore important 
that health care workers are trained to initiate conversations about such issues with 
men during routine consultations. 
Currently in the Solomon Islands, sexual and reproductive health strategies are 
focussed mostly for women, prevention of teenage pregnancy, STIs and HIV and 
reducing domestic violence (The Ministry of Health and Medical service, 2016; The 
Secretariat of the Pacific community, 2009). The current findings emphasise for policy 
makers the importance of providing a comprehensive sexual and reproductive health 
care that is culturally orientated to meet both general and specific health care needs 
of men. Evidence from other countries shows that having comprehensive, evidence-
based sexual and reproductive health policies will contribute to prevention and 
reducing health inequalities between men and women (Kerryn O’Rourke, 2008). This 
approach should definitely be taken in the Solomon Islands.   
The use of traditional medicine to treat sexual dysfunction among men is common.  
One possible reason is the lack of gender specific clinics and trained health care 
workers. This is a significant public health concern in the absence of high quality 
evidence about effectiveness. There is a need to establish and monitor the quality 
and usage of traditional medicine in the country.   
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Finally, it is clear that multiple adverse childhood experiences are common among 
men. Psychosocial and cultural determinants of childhood adversities must be 
addressed to prevent the cycle of child maltreatment in the Solomon Islands.  
This study has made some progress in describing Solomon Islander men’s sexual and 
reproductive health and some factors that should be addressed to promote health. 
Taking a broad perspective, the study has also shown that adversity in childhood can 
affect men’s reproductive health and may subsequently impair the quality of sexual 
lives and affect the stability of adult relationships. Although quite deep and detailed, 
this study is also exploratory, being the first to address these issues in this population. 
Much further research and public health action is needed in the future. 
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APPENDIX C: STAKEHOLDERS LIST 
List of Key Stakeholder Consultations 
1. Deputy Director: Nursing Council of Solomon Islands, MHMS 
2. Health Director: Honiara City Council, Honiara 
3. Director of Reproductive Health: MHMS 
4. Nurse Manager: Kukum Clinic, East Honiara, Honiara City Council 
5. Nurse Manager: Mataniko Clinic, Central Honiara, Honiara City Council 
6. Nurse Manager: Rove Clinic, West Honiara, Honiara City Council 
7. Nurse Manager: Solomon Islands Planned Parenthood Association, Honiara, 
Solomon Islands 
8. Head of School: School of Nursing and Allied Health Sciences, SINU, Honiara 
9. HIV and STIs Officer: Honiara City Council, Health Department 
10. Cancer Registry Officer: National Referral Hospital, Honiara 
11. Community Leader (Fred Sikini): Sunvalley community, East Honiara 
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APPENDIX D: FOCUS GROUP DISCUSSION GUIDE 
Draft Focus Group Guide. 
Reproductive health problems faced by men in Honiara, Solomon Islands. 
Focus group schedule: 
1. What are the sexual and reproductive problems men in the Solomon Islands 
faced? 
2. What do you see as the main problems? 
3. Is sexual dysfunction being real problem among men in the Solomon 
Islands? 
4. How do men know about sexual dysfunctions? 
5. Do men in Honiara know about the risk factors associated with sexual 
dysfunction? 
6. Do men in Honiara seek help for sexual dysfunction? 
7. Who do men discuss their sexual and reproductive health (SRH) problems 
with? 
8. Are there places available where men can talk about their SRH problems? 
9. Do men talk to their doctor/health care worker about SRH problems? 
10. How does sexual dysfunction affect the quality of relationship in men 
(Marriage)? 
11. How often do men have health check-up? 
12. How can we help men with SRH problems? 
13. What process should we use to make men feel comfortable talking about 




APPENDIX E: ONE-ONE INTERVIEW GUIDE 
ASSESSING MEN’S REPRODUCTIVE HEALTH PROBLEMS AND SERVICES IN HONIARA, SOLOMON ISLANDS 
 
 
The research is about the sexual lives of men in the Solomon Islands.  We want to know about how happy men are with their sexual 
performance and whether they have any problems.  We also ask some questions about their health like any problems when urinating, 
diabetes, heart disease and views about smoking, alcohol and drugs. 
The following are the objectives of this project: 
 We want to know how often men have sexual problems like losing interest in sex, unable to get an erection, coming out too soon and 
things like that 
 We want to understand reasons why some men have these problems and others do not 
 Another reason for the study is to learn about the effect that sexual problem have on men’s relationships 
 Importantly, we need to know if men are happy with sexual health services in the Solomon Islands and whether you can suggest any 
improvements. 
 
Interviewer Name:  Date:  
 
 
Interview ID number:  
      
 
PERSONAL DEMOGRAPHIC DATA 
 
 [01] Age________ 
 [02] Educational Level__________ 
 [03] Marital Status__________ 
 
PARTICIPANTS’ BELIEF, ATTITUDES AND BEHAVIOR TOWARDS SEXUAL DYSFUNCTION 
 
 What do you know about the main sexual problems that men in the Solomon Islands faced? 
 
 How do men find out about the causes of these sexual problems? 
 
 In what ways do sexual health problems affect men’s sex life? 
 
 How important is sex to you and your relationship with your partner? 
 




ASSESSMENT OF SEXUAL DYSFUNCTIONS  
 
1.1   Over the last four weeks do you experience any of the following? 
 Able to get an erection during sexual activity? 
 Erection hard enough for penetration? 
 When attempted sexual intercourse, were you able to enter your partner? 
 Were you able to maintain your erection after you enter partner? 
 How difficult was it to maintain your erection to completion of sexual intercourse? 
1.2   The questions ask about sexual desire. 
 How often have you felt sexual desire? 
 How would you rate your sexual desire? 
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1.3   The next questions ask about your sexual relationship satisfaction 
 When attempted sexual intercourse, was it satisfactory? 
 How much have you enjoyed sexual intercourse? 
 How satisfied are you with your overall sex life? 
 How satisfied are you with your sexual relationship? 
 
PROSTATE 
 Do you know where and what the function of prostate gland in your body? 
 How much does prostate cancer concern you? 
 If you were to spend the rest of your life with your urinary condition just the way it is now, how would 
you feel about it? 
 
 
ASSOCIATE RISK FACTORS  
 
 What would you say about your general health? 
 Can you tell me any health diseases or conditions that can contribute to having sexual dysfunction in men? 
 Can you explain how smoking, chewing betel quid, alcohol affected your sex life? 
 
SEXUAL HEALTH SERVICES 
 
 Have you visited a clinic for any sexual health problems? 
 How do you find the environment at clinic? 
 Do you have privacy during your visit to the clinic? 
 Have you ever taken medications to treat any sexual dysfunctions? 
 Have you ever taken any traditional medication for sexual problems? 
SOCIAL SUPPORT 
 
 Do you talk about your sexual problems to your wife or partner? 
 How do you discuss them? 
 Does your partner understand your sexual problems? 
POSSIBLE SOLUTIONS TO SEXUAL HEALTH PROBLEMS 
 
 What do you think as the biggest problem regarding sex among men in the Solomon Islands? 
 What do you think should be done to improve this situation? 
ASCERTAINMENT OF EMBARRASSMENT AND HONESTY 
 
This is the first study of its kind to be conducted in the Solomon Islands.  I would like to ask you about your feelings 
on the questions asked in the interview. 
 
 How embarrassing did you find the questions asked during the interview? 
 





APPENDIX F: SURVEY FORM 
Paraniala Silas C Lui 
PhD Candidate 
Queensland University of Technology 
Identification No: 8386145 
 
Informed Consent: 
Hello, my name is __________________ and I’m working, as a field researcher for a study on health 
problems among men in Solomon Islands. The Chief Researcher is a Solomon Islander man who is 
doing his PhD in Australia.  
 
Purpose: 
We are conducting a study on male sexual and reproductive health, in order to develop health 
programs that will help improve services for males in the communities.   We would really appreciate 
you giving us information about your health and personal circumstances.  If you agree to participate, 
the interviewer will ask about your general health, your sexual health and your common experiences 
with sexual difficulty.  We will also ask you about Stressful Life Experiences (SLE). 
 
Procedure: 
We are interviewing men aged 18 and over.  We would like to ask you questions in private.  This will 
take 30-40minutes of your time.   
 
Confidentiality: 
If you agree to take part in this interview, all the answers will be confidential.  In other words, it will 
be kept private and no identifiable information will be revealed, that could identify you personally.   
 
If you have any questions or you prefer not to answer any questions, your decision will be respected.  
Do you agree to participate? Yes / No 
Is now a good time to talk? Yes / No 
 
Halo nem blong mi ______________________ and mi waka olsem wan field researcher fo wan savei 
long samfala sikines wea save kasim uimi oketa man.  Disfala savei hem blong wan fala student blong 
iumi long Solomon Islands wea studi long Australia. 
Mifala kareaot disfala stadi long helt blong oketa man, in oda fo developem helt program dat bae 
save empowerem man insaed long oketa komiunitis.  Mifala bae hapi tumas long tek pat blong iu 
long disfala savei. Sapos iu agri, mifala bae askem iu abaotim genrol helt, sexual helt blong iu an 
problems wea oketa man save garem wetem sex laef blong oketa.  Mifala bae askem kuestens 
nomoa lo oketa man 18 iias an go up.  Disfala savei bae tekem 30 - 40 minits.   
Oketa stori iu givim kam bae hem tabu tumas fo mifala talem long eniwan moa ia. 
Iu mas talem kam tu sapos iu garem eni kuestens wea iu no laek for ansarem.  Waswe iu laek fo 
helpem mifala wetem dis fala savei? Yes/No 













Date of interview:   
Section A: General 
To start with I have some questions about you. 
 Questions & Filters Coding categories 
A1 How old are you? 
Hao meni ias na blong iu? 
If respondent refuse exact age, offer 
age ranges: 
1.  18-29 
2.  30-39 
3.  40-49 
4.  50-59 
5.  60-69 
6.  70+ 
A2 What is your approximate weight (kg)? 
Wat nao save blong iu long weit blong iu (kg)? 
Weight: __________Kg 
A3 What is your approximate height (cm) (feet inches)? 
Wat nao save blong iu long haet blong iu (m/cm)? 
Height: ___________cm/’’ 
A4 What is your province of origin? 
Wat nao provins blong iu? 
 
1.  Central 
2.  Choisuel  
3.  Guadalcanal  
4.  Honiara  
5.  Isabel  
6.  Makira-Ulawa  
7.  Malaita  
8.  Renbel  
9.  Temotu  
10. Western 
A5 Are you a resident of Honiara? 
Waswe Honiara nao ples iu stap olowe long hem? 
1. Yes 
2. No 
A6 If ‘yes’, How long have you lived here? 
If ‘yes’, hao long nao iu stap long hia long Honiara? 
_______Yrs 
A7 What is your religion? 
Wat kaen sios nao blong iu? 
1.  No religion 
2.  Catholic 
3.  Anglican 
4.  Methodist 
5.  SDA 
6.  Jehovah Witness 
7.  Bahai 
8.  SSEC 
9.  Others 
A8 What is the highest level of school you attended? 
Wat levol long skul nao iu kasem? 
1.  Primary 
2.  Secondary 
3.  Vocational 
5.  College 
6.  University 
7.  No Education 
A9 What is the nature of your employment? 
Wat kaen waka nao iu dium? 
1.  Work full-time 
2.  Working part-time 
3.  Unemployed 
4.  A Student 
5.  Unable to work due health 
problems 
6. Others (specify)………………… 
  
Appendices 217 
A10 What is your main usual work activity? 
Wat nao waka iu save duim olowe? 
 
1.  Manager/Administrator 
2.  Tradespersons 
3.  Health worker 
4.  Taxi/Bus Driver 
5.  Labourer 
6.  Self –employed 
7. Others (specify)………………… 
A11 What is your current marital status? 
Waswe iu maret? 
 
1.  Married 
2.  Single [if single skip to section 
B] 
3.  Divorced.   
4.  Defacto 
5.  Never married 
6.  Widow 
A12 How many times have you been married? 
Iu maret hao meni taems? 
 
1.  1 
2.  2 
3.  3 
4.  4 or more 
A13 How long have you been in your current relationship? 
Hao long nao iu stap wetem releisonsip blong iu dis taem ia? 
Months/Years_____ 
A14 Are you currently responsible for any children? (as father, 
step-father or guardian) 
Waswe eni piknini iu luk aftarem an sapotim dis taem? (osem 
dadi, step-dadi, o iu kipim) 
1.  Yes 
2.  No 
A15 If ‘yes’, how many chidren? 
If ‘yia’ hao meni pikinini? 
________ 
Section B: General Health and Lifestyle 
Now I would like to ask you about your general health and life style. 
B1 In general, would you say your health is? 
 wat nao bae iu save talem long helt blong iu? 
1.  Excellent 
2.  Very good 
3.  Good 
4.  Fair 
5.  Poor 
6.  Refused to answer 
B2 Compared to one year ago, how would you rate your health 
in general now? 
Hao na bae iu save sikelem healt blong iu long luk baek blong 
iu long wan iia wea hem go finis ia an dis taem? 
1.  Much better than one year ago 
2.  Somewhat better 
3.  About the same 
4.  Somewhat worse now 
5.  Much worse than one year ago 
6.  Refused to answer 
Illness 
B3 In the last Year, have you visited a doctor/nurse or traditional 
health about your health? 
Waswe iu go lukim eni dokita/nees o eni kastom man/mere 
abaotim helt blong iu insaet long iia go finis ia? 
1.  No one consulted 
2.  Doctor 
3.  Nurse 
4.  Church Pastor 
5.  Traditional healer 
6.  Other_____________ 
B4 Have you ever been told by a doctor or health worker that 
you have any of the following conditions? 
Waswe eni dokita/nees o wakaman long helt talem iu dat u 
garem eni wan long oketa siki ia? 
Yes No Don’t know 
B4.1 Diabetes    
B4.2 Heart Disease    
B4.3 High blood pressure    
B4.4 Prostate cancer    
B4.5 Any other types of cancer    
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B4.6 Spinal injury or damage to your muscles or skeleton    
B4.7 Depression    
B4.8 Any other mental problem    
B4.9 Sexually Trasmitted Infections (STIs)    
B4.10 Malaria    
B4.11 Dengue fever    
B4.12 Tuberculosis (TB)    
B4.13 Any other serious problem that affects your breathing    
B4.14 Gout    
B4.15 Any other types of arthritis    
B4.16 Any other serious medical condition    
B5. In the past 4 weeks, have you taken any medication for the following health problems: 
Waswe iu tekem eni meresin fo eni wan long olketa siki ia, insaet long las 4 wiks ia: 
B5.1 For pain     
B5.2 For arthritis    
B5.3 For any long term illness (e.g. high blood pressure)    
B5.4 For uncomfortable feelings in your stomach    
B5.5 For any allergy    
B5.6 To help you sleep    
B5.7 For depression    
B5.8 For nerves or anxiety    
SMOKING 
B6 Do you currently smoke tobacco? 
Waswe dis taem iu smokem tobacco? 
1.  Daily 
2.  Less than daily 
3.  Not at all (if not at all, go to 
B6.2) 
B6.1 On average, how many of these products do you currently 
smoke each day? 
Hao meni long oketa kaen smok ia na iu save smokem insaet 
wan dei? 
1.  Cigarettes ____ 
2.  Roll tobacco____ 
3.  Savusavu______ 
4.  Pipe of tobacco_____ 
5.  Any others________ 
B6.2 In the past, have you smoked tobacco on a daily basis, less 
than daily or not at all? 
Waswe long bifo, iu smokem tobacco ervitaem insaet long 
wan dei, samtaems insaet long wan dei o bara nomoa stret? 
1.  Daily 
2.  Less than daily 
3.  Not at all 
 DRUGS  
B7 Do you use any street drugs? 
Waswe iu usim eni drags? 
1.  No-never (if No-never, go to 
B8) 
2.  No-given up 
3.  Yes- occasionally 
4.  Yes-regularly 
B7.1 If ‘yes’, what street drugs do you use? 
 Sapos ‘yia’, wat kaen drags nao iu usim? 
1.  Marijuana/Weed  
2.  Heroin 
3.  Others_________ 
B7.2 Have you ever injected street drugs? 
Waswe iu nilam iu seleva eni taem long eni drags long bodi 
blong iu? 
1.  Yes 
2. No 
 BETEL NUT CHEWING  
B8 Do you currently chew betel quid? 
Waswe iu save kaikaim belnat distaem?  
1.  Daily 
2.  Less than daily 
3.  Not at all (if not at all go to B9) 
B8.1 On average, how many quid you chew a day 
Hao meni bil nats na iu kakaem save insaet wan dei? 
1.  < 5 
2.   5 - 9  
3.  10 - 19 
4.  > 20  
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 ALCOHOL  
B9 In the last 12 months did you have a drink containing 
alcohol? 
Waswe iu tekem eni biia insaet long las 12 manis ia? 
1.  Never (if Never, go to section 
C) 
2.  Once a Month 
3.  2-3times a month 
4.  Once a week 
5.  2 or more times a week 
6.  Occasionally 
B9.1 On the days you were drinking alcohol, how many drinks did 
you usually have a day? 
Hao meni botol o ken blong biia na iu save drinkim insaet 
long wan dei wea iu save drink ia? 
1.  1 - 2 drinks 
2.  3 - 4 drinks 
3.  5 - 6 drinks 
4.  7 - 8 drinks 
5.  9 or more drinks 
 
Section C. K10: 
The following questions are about your feelings in the last 4 weeks.    















In the past 4 weeks, about how often 
did you feel tired for no good 
reason? 
Hao meni taems nao iu save fil taed 
fo no eni gud rison nomoa, insaet 
long las 4 wiks ia? 
     
C2 In the past 4 weeks, about how often 
did you feel nervous? 
Hao meni taem nao iu save fil osem 
iu fraet insaet long las 4 wiks ia? 
     
C3 In the past 4 weeks, about how often 
did you feel so nervous that nothing 
could calm you down? 
Hao meni taems nao olsem iu save fil 
fraet go go no eni ting save mekem iu 
fil gud nao? 
     
C4 In the past 4 weeks, about how often 
did you feel hopeless? 
Hao meni taems nao iu save fil olsem 
iu barava no eniting nomoa nao? 
     
C5 In the past 4 weeks, about how often 
did you feel restless or fidgety? 
Hao meni taems nao iu save fil olsem 
iu no save fil gud nomoa in saet long 
bodi blong iu long las 4 wiks ia? 
     
C6 In the past 4 weeks, about how often 
did you feel so restless that you could 
not sit still? 
Hao meni taems nao iu save fil olsem 
iu no save fil gud fo sidaon quite nao 
long las 4 wiks ia? 
     
C7 In the past 4 weeks, about how often 
did you feel depressed? 
Hao meni taems nao iu save fil olsem 
iu no save hapi nomoa, insaet long 
las 4 wiks ia? 
     
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C8 In the past 4 weeks, about how often 
did you feel everything was an 
effort? 
Hao meni taems nao iu save fil olsem 
iu barava waka hard tumas, insaet 
long las 4 wiks ia? 
     
C9 In the past 4 weeks, about how often 
did you feel so sad that nothing could 
cheer you up? 
Hao meni taems nao iu save fil olsem 
iu no eni ting save mekem iu fo fil 
hapi nao, insaet long las 4 wiks ia? 
     
C10 In the past 4 weeks, about how often 
did you feel worthless? 
Hao meni taems nao iu save fil olsem 
iu barava no eni thing nomoa nao, 
insaet long las 4 wiks ia? 
     
 
Section D: WHO (FIVE) Well-being Index 
Please indicate for each of the five statements, which closest to how you have been feeling over 
the last two weeks. Notice that higher numbers mean better well-being.   
 Over the last two weeks 







half of the 
time 
More than 






D1 I have felt cheerful and 
in good spirits 
Iu fil hapi tumas an fil 
gud insaet long bodi 
blong iu. 
      
D2 I have felt calm and 
relaxed 
Iu fil gud an stap easi 
      
D3 I woke up feeling active 
and vigorous 
Iu wek up an fil strong 
      
D4 I woke up feeling fresh 
and rested 
Iu wek up an fil olsem iu 
barava rest gud. 
      
D5 My daily life has been 
filled with things that 
interest me 
Laef blong iu hem fil 
wetem olketa samting 
wea iu laekim tumas. 
      
 
Section E: Adverse Childhood Experiences International Questionnaire (ACE-IQ). 
Relationship with parents/guardians 
Things that happen early in our lives can affect our health.  The next questions ask you about 
things that may have happened to you during the first 18 years of life.  When you were growing 
up, during the first 18 years: 
E1 How often did your parents/guardians not give you enough 
food even when they could easily have done so? 
Hao dadi/mami no save givem kaikai fitim iu taem tufala save 
oketa save duim nomoa? 
Always 







E2 Were your parents/guardians too drunk or intoxicated by drugs 
to take care of you? 
Waswe dadi/mami blong iu save daranga tumas long biia o 
drags den no save luk afta iu? 
Always 





E3 How often did your parents/guardians not send you to school 
even when it was available? 
Hao meni taems nao dadi/mami blong iu no sendem iu long 
school taem olketa save nomoa school fo iu go long hem, hem 
stap? 
Always 






When you were growing up, that is during your first 18 years of life: 
E4 Did you live with a household member who was a problem 
drinker or alcoholic, or misused street or prescription drugs? 
Waswe iu stap wetem eni wan wea garem problem wetem 




E5 Did you live with a household member who was depressed, 
mentally ill or suicidal? 
Waswe iu stap wetem eni wan long haus wea hem siki long 




E6 Did you live with a household member who was ever sent to jail 
or prison? 
Waswe iu stap wetem eni wan long haus wea oketa sendem go 





E7 Were your parents ever separated or divorced? 
Waswe dadi/mami blong iu oketa no stap tugeda o tufala les 




E8 Did your mother, father or guardian still alive? 




These next questions are about certain things you may actually have heard or seen IN YOUR 
HOME.  These are things that may have been done to another household member but not 
necessarily to you.  When you were growing up, during the first 18 years of you life: 
E9 Did you see or hear a parent or household member in your 
home being yelled at, screamed at, sworn at, insulted or 
humiliated? 
Waswe iu lukim o harem dadi/mami o eni wan insaet long haus 
blong iufala wea oketa sautim hem, swea lo hem, tok speolem 
hem? 
Many times 




E10 Did you see or hear a parent or household member in your 
home being slapped, kicked, puched or beaten up? 
Wase iu lukim o herem dadi/mami o eni wan insaet long haus 
blong iufala oketa smakim hem, kikim hem, hitim hem o usim 
eni ting fo hitim hem? 
Many times 




E11 Did you see or hear a parent or household member in 
yourhome being hit or cut with an object, such as a stick (or 
cane), bottle, club, knife, whip etc? 
Waswe iu lukim o herem dadi/mami o eni wan insaet long haus 
blong iufala oketa hitim hem o katem hem wetem eni object, 
osem stiki, botol, naef, wip etc? 
Many times 
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The next questions are about certain thing YOU may have experienced.  When you were 
growing up, during the first 18 years of your life: 
E12 Did a parent or other household member yell, scream or swear 
at you, insult or humiliate you? 
Waswe dadi/mami o eni wan insaet long haus blong iufala 
shoutem iu o swea long iu, o tok speolem iu? 
Many times 




E13 Did a parent, guardian or other household member threaten to, 
or actually, abandon you or throw you out of the house? 
Waswe dadi/mami o eni wan insaet long haus blong iufala 
mekem iu fraet o torowem iu aot long haus 
Many times 




E14 Did a parent, guardian or other household member spank, slap, 
kick, punch or beat you up? 
Wase dadi/mami o eni wan insaet long haus blong iufala 
smakim, kikim, hitim o usim eni ting fo hitim iu? 
Many times 




E15 Did a parent, guardian or other household member hit or cut 
you with an object, such as stick (or cane), bottle, club knife, 
whip etc? 
Waswe dadi/mami o eni wan insaet long haus blong iufala hitim 
o katem iu wetem eni object, osem stiki, botol, naef, wip etc? 
Many times 




E16 Did someone touch or fondle you in a sexual way when you did 
not want them to? 
Waswe eni wan holem iu o fosim iu fo slip an du rong wetem iu 
taem iu no laekem? 
Many times 




E17 Did someone make you touch their body in a sexual way when 
you did not want them to? 
Waswe eni wan mekem iu fo holem bodi blong hem fo mekem 
iu laekem fo du rong wetem hem taem iu no laekem? 
 
Many times 




E18 Did someone attempt oral, anal, or vaginal intercourse with you 
when you did not want him or her to? 
Waswe eni wan laek du rong wetem iu long maot, asi, o eni gele 
laek go wetem iu taem iu no laekem hem? 
Many times 




E19 Did someone actually have oral, anal or vaginal intercourse with 
you when you did not want him or her to? 
Waswe eni wan barava du rong long iu long maot, asi o eni gele 
barava slip wetem iu taem iu no laekem? 
 
Many times 






These next questions are about BEING BULLIED when you were growing up.  Bullying is when a 
young person or group of young people say or do bad and unpleasant things to another young 
person.  It is also bullying when a young person is teased a lot in an unpleasant way or when a 
young person is left out of things on purpose.  It is not bullying when two young people of 
about the same strength or power argue or fight or when teasing is done in a friendly and fun 
way.  When you were growing up, during the first 18 years of your life: 
E20 
 
How often were you bullied? 
Hao meni taems nao eni wan hem bullim iu? 
Many times 
A few times 
Once 
Never (Go to E22) 
Refused 
E21 How were you bullied most often? 
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 Hao na olketa save bullim iu? 
I was hit, kicked, pushed, shoved around, or locked indoors 
I was made fun of because of my race, nationality or colour 
I was made fun of because of my religion 
I was made fun of with sexual jokes, comments, or gestures 
I was left out of activities on purposeor completely ignored 
I was made fun of because of how my body or face looked 
I was bullied in some other way 
Refused 
The next question is about PHYSICAL FIGHTS.  A physical fight occurs when two young people of 
about the same strength or power choose to fight each other.  When you were growing up, 
during the first 18 years of your life: 
E22 
 
How often were you in a physical fight? 
Hao meni taems nao iu barava turu faet nao? 
Many times 




WITNESSING COMMUNITY VIOLENCE 
These next questions are about how often, when you were a child, YOU may have seen or heard 
certain things in your NEIGHBOURHOOD OR COMMUNITY (not in your home orTV, movies or 
the radio).  When you were growing up, during the first 18 years of your life: 
E23 
 
Did you see or hear someone being beaten? 
Waswe iu lukim o harem eni wan olketa hitim wetem eni ting? 
Many times 






Did you see or hear someone being stabbed or shot in real life? 
Waswe iu lukim o harem eni wan olketa busam o olketa sutim? 
Many times 






Did you see or hear someone being threaten with a knife or gun 
in real life? 
Waswe iu lukim o harem eni wan olketa mekem hem fraet 
wetem naef o gun? 
Many times 




EXPOSURE TO WAR/COLLECTIVE VIOLENCE 
These questions are about whether YOU did or did not experience any of the following events 
when you were a child.  The events are all to do with collective violences, including wars, 
terrosim, political or ethnic conflicts, genocide, repression, disapearances, torture and 
organised violent crime such as banditry and gang warfare.  When you were growing up, during 
the first 18 years of your life: 
E26 
 
Were you forced to go and live in another place due to any of 
these events? 
Waswe olketa fosim iu fo go stap long nara ples folom eni wan 
long olketa kaen samting olsem mi talem kam ia? 
Many times 






Did you experience the deliberate destruction of your home 
due to any of these events? 
Waswe eni taem olketa spoelem haus blong iufala folom eni 
long olketa sam ting mi talem kam ia? 
Many times 






Were you beaten up by soldiers, police, militia, or gangs? 
Waswe eni taem olketa soldiers, polis, militia o raskol gangs 
hitim long eni ting folom eni long olketa sam ting mi talem kam 
ia? 
Many times 
A few times 
Once 
Never 




Was a family member or friend killed or beaten up by solders, 
police, militia, or gangs? 
Waswe eni wan insaetlong family blong iu o eni fren blong iu 
olketa polis, soldiers, militia o raskol gangs kilim o hitim hem? 
Many times 




Section F:  
LIFE STRESS  
Have you had any of the following things happen to you? 
 Did any of the following life events happen in 
your life 
In the Last 12 
months 
Ever happen in your 
life 
S/№ Stressful Life events Yes No Yes No 
F1 Had someone close to you die (parent, spouse 
or siblings) 
Waswe eni wan long family blong iu hem dae 
(dadi/mami, waef o barata, sista) 
    
F2 Divorced or separation from spouse 
Waswe iu divos o no stap togeda wetem waef 
    
F3 Watched someone close to you experience a 
serious, disabling, or life threatening illness or 
injury 
Waswe iu lukim eni wan iu save long hem garem 
siki wea hem no gud tumas o eni aksident. 
    
F4 Trouble with in-laws/Experienced a family crisis  
Waswe eni taem iu raowa wetem olketa tabu 
blong iu o eni taem iu garem eni problem long 
famili. 
    
F5 Son or daughter leaving home 
Waswe eni san o dota blong iu hem go out long 
haus 
    
F6 Sexual relationship problems 
Waswe iu garem eni sexol problems wetem eni 
wan iu stap wetem 
    
F7 Retirement from work 
Waswe hem kasim gud taem blong iu fo finis fo 
iu no waka. 
    
F8 Fired at work 
Waswe en taem olketa sakim iu from waka 
    
F9 Theft of your possessions 
Waswe eni taem olketa stilim eni gud samting 
blong iu 
    
F10 Jail term or witnessed the arrest of a relative, 
neighbor, or friend 
Waswe eni taem iu go long sela o iu lukim polis 
kasolem eni wantok o fren blong iu 
    
F11 Experienced serious family financial problems 
Waswe eni taem iufala famili bakarap long seleni 
    
F12 Low Salary/income and high cost of living 
Waswe laef blong iu an famili hem fitim nomoa 
seleni wea iu garem  
    
F13 Experienced a major community disaster 
Waswe eni big sam ting osem fire, tsunami, 
flood, cyclone etc.hem spoeem ples blong iu 
    
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F14 Death of close friend 
Waswe eni gud fren blong iu hem dae 
    
F15 Been without food, water, or electricity in your 
home for more than 3 days 
Waswe iu no garem eni kaikai, wata o laet long 
haus blong iu pasem 3 fala deis olsem 
    
F16 Experienced discrimination due to race, ethnicity 
or sexual orientation 
Waswe eni taem eni taem eni wan hem no tritim 
iu gud from color blong iu, wea u kam from o 
from iu laekem nara man (homo-sexual, bi-
sexual). 
    
F17 Experienced a personal serious, disabling or life 
threatening illness or injury.   
Waswe iu garem siki wea hem no gud tumas o 
eni aksident. 
    
F18 Been threatened by a non-family member with 
harm if you didn’t act in a certain way. 
Waswe eni taem eni wan mekem iu fraet taem 
iu no folom toktok blong hem 
    
F19 Been yelled at or shouted at by non-family 
member in a way that scared you 
Waswe eni taem eni wan sautim iu long we wea 
hem mekem iu fo fraet 
    
F20 Been shot at or stabbed by a non-family 
member 
Waswe eni taem eni wan sutim o busam iu. 
    
Section G:  SF-6D  
Instructions: This information will let us know how you feel and how much your health may 
affect your daily activities during the past four weeks. Please mark the item that is closest to 
how you feel for each question. 
G1 Physical functioning 
 1. Your health does not limit you in vigorous activities  
Helt blong iu no limitim iu fo duim strong waka 
2. Your health limits you a little in vigorous activities 
Helt blong iu limitim iu lelebet fo duim strong waka 
3. Your health limits you a little in moderate activities  
Helt blong iu limitim iu lelebet fo duim lelebet strong waka 
4. Your health limits you a lot in moderate activities  
Helt blong iu limitim tumas na iu fo duim lelebet strong waka  
5. Your health limits you a little in bathing and dressing  
Helt blong iu limitim iu lelebet long taem iu suim an werem kaleko 
6. Your health limits you a lot in bathing and dressing  
Helt blong iu limitim iu tumas nao long taem iu suim an werem kaleko 
G2 Role limitation 
1. You have no problems with your work or other regular daily activities as a result of 
your physical health or any emotional problems 
 Waswe iu no garem eni problem wetem olketa waka wea iu save duim from iu garem 
physical helt problem o iu no hapi. 
2. You are limited in the kind of work or other activities as a result of your physical 
health  
Waswe physical helth blong iu hem mekem iu fo no duim gud long waka 
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3. You accomplish less than you would like as a result of emotional problems  
Waswe iu no duim gud long wat iu laekem fo duim from iu no hapi 
4. You are limited in the kind of work or other activities as a result of your physical 
health and accomplish less than you would like as a result of emotional problems 
Waswe physical helth blong iu hem mekem iu fo no duim gud long waka, an iu no duim 
gud long wat iu laekem fo duim from iu no hapi. 
G3 Social functioning 
Your health limits your social activities: 
 Helt blong iu mekem iu fo iu no duim gud social activities 
 1. None of the time (no eni taem) 
2. A little of the time (lelebet taem)  
3. Some of the time (samfala taem)   
4. Most of the time.  (Staka taem) 
5. All of the time (olowe) 
G4 Pain 
1. You have no pain  
Iu no garem pen 
2. You have pain, but it does not interfere with your normal work (both outside the 
home and housework)  
Iu garem pen, bat hem no stopem waka blo iu (both outside the home and housework) 
3. You have pain that interferes with your normal work (both outside the home and 
housework) a little bit  
Iu garem pen, wea hem stopem waka blong iu (both outside the home and housework) 
lelebet 
4. You have pain that interferes with your normal work (both outside the home and 
housework) moderately  
Iu garem pen, wea hem stopem waka blong iu (both outside the home and housework) 
strong lelebet 
5. You have pain that interferes with your normal work (both outside the home and 
housework) quite a bit  
Iu garem pen, wea hem stopem waka blong iu (both outside the home and housework) 
Strong go moa 
6. You have pen that interferes with your normal work (both outside the home and 
housework) extremely 
Iu garem pen, wea hem stopem waka blong iu (both outside the home and housework) 
Strong tumas 
G5 Mental health 
You feel tense or downhearted and low: 
 Waswe iu fil kros o no hapi an no fil olsem no eni wan laek helpem iu: 
1. None of the time (no eni taem) 
2. A little of the time (lelebet taem) 
3. Some of the time (samfala taem 
4. Most of the time (staka taem)  
5. All of the time (olowe) 
G6 Vitality 
You have a lot of energy 
Waswe bodi blong iu strong 
1. All of the time (olowe)  
2. Most of the time (staka taem) 
3. Some of the time (samfala taem) 
4. A little of the time (lelebet taem) 
5. None of the time (no eni taem) 
Section H: International Prostate Symptom Survey (IPSS) 




Do you know what the prostate gland does? 
Waswe iu save wat na waka blong prostate gland? 
1.  Yes 
2.  No 
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3.  Don’t know 
H2 Do you know where the prostate gland is in your body? 
Waswe iu save wea na prostate gland stap long bodi blong iu? 
1.  Yes 
2.  No 
3.  Don’t know 
H3 Has your prostate ever been examine by a doctor? 
Waswe eni taem dokita lukim prostate blong iu? 
1.  Yes 
2.  No 
3.  Don’t know 
H4 Have you had a blood test (prostate-specific antigen, PSA) for 
prostate cancer? 
Waswe iu testim blad blong iu fo dis fala siki prostate cancer 
bifo? 
1.  Yes 
2.  No 
3.  Don’t know 
H5 Over the past 4 weeks, how often have you had a sensation of not emptying your bladder 
completely after you have finished urinating? 
Waswe iu garem eni filin fo no barava emtim nao basket wea holem mimi blong iu taem 
iu finis mimi insaet long 4 wiks go finis ia? 
1.  Not at all; 2.  Less than 1 time in 5; 3.  Less than half of the time; 4.  About half 
of the time 
5.  More than half of the time; 6.  Almost always 
H6 Over the past 4 weeks, how often have you had to urinate again less than two hours after 
you finished urinating? 
Waswe insaet long 4 wiks go finis ia, iu garem eni filin fo mimi moa afta iu jas finis mimi 
insaet long 2 aoas? 
1.  Not at all; 2.  Less than 1 time in 5; 3.  Less than half of the time; 4.  About half 
of the time 
5.  More than half of the time; 6.  Almost always  
H7 Over the past 4 weeks, how often have you found you stopped and started again several 
times when you urinated? 
Insaet long 4 wiks go finis ia, waswe taem iu mimi, iu save stopem mimi lelebet den iu 
mimi moa? 
1.  Not at all; 2.  Less than 1 time in 5; 3.  Less than half of the time; 4.  About half 
of the time 
5.  More than half of the time; 6.  Almost always 
H8 Over the past 4 weeks, how often have you found it difficult to postpone urination? 
Waswe Insaet long 4 wiks go finis ia, iu no save holem mimi blong iu kasim ples fo mimi? 
1.  Not at all; 2.  Less than 1 time in 5; 3.  Less than half of the time; 4.  About half 
of the time 
5.  More than half of the time; 6.  Almost always 
H9 Over the past 4 weeks, how often have you had a weak stream when you urinated? 
Waswe Insaet long 4 wiks go finis ia, hao meni taems na iu lukim mimi blong iu no 
kam aot strong? 
1.  Not at all; 2.  Less than 1 time in 5; 3.  Less than half of the time; 4.  About half 
of the time 
5.  More than half of the time; 6.  Almost always 
 
 
H10 Over the past 4 weeks, how often have you had to push or strains to begin urinate? 
Insaet long 4 wiks go finis ia, waswe iu faedem hem lelebet tekem taem o iu mas 
pushem mimi bifo iu jas stat fo mimi? 
1.  Not at all; 2.  Less than 1 time in 5; 3.  Less than half of the time; 4.  About half 
of the time 
5.  More than half of the time; 6.  Almost always 
H11 Over the past 4 weeks, on average, how many times in a night did you usually get up to 
urinate; between the time you went to bed and the time you got up? 
Insaet wan naet hao meni taems na iu save wekap an go mimi, insaet long 4 wiks 
go finis ia,? 
None; 1 time; 2 times; 3 times; 4 times; 5 times 
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Concerns about prostate cancer 
H12 How much does prostate cancer concern you? 
Waswe iu garem eni wari abaotim prostate cancer? 
1.  Not concern at all; 2.  Slightly concerned; 3.  Moderately concerned; 4.  Very 
concerned;  
5.  Don’t know; 6.  Refused 
Section I: Fertility (MATeS) 
Looking after your sexual and reproductive health is important for your well-being and quality 
of life.  I would like to ask you a few questions about your fertility and sexual relationships. 
I1 Over the last 12 months, have you had sex with someone? 
Waswe iu go (sex) wetem eni wan insaet long 12 mans go finis 
ia? 
1.  Yes 
2.  No 
3.  Refused 
I2 Over the last 12 months have had a REGULAR female sexual 
partner?  Someone you have an ongoing sexual relationship 
with? [Ongoing means he expect the relationship to continue 
and to have sex with the partner again.] 
Waswe iu garem wan fala gele fren nomoa? [sam wan wea iu 
slip wetem olowe], insaet 12 mans go finish ia 
1.  Yes 
2.  No 
3.  Refused 
I3 Over the last 12 months have you had any CASUAL female 
sexual partner? 
Waswe iu garem eni gele fren wea hem no turu wan blong iu 
Insaet 12 mans go finish ia? 
1.  Yes 
2.  No 
3.  Refused 
I4 Over the last 12 months have you had a REGULAR male sexual 
partner? 
Waswe iu garem wan fala man fren [man wea iu slip wetem 
olowe], insaet 12 mans go finis ia, 
1.  Yes 
2.  No 
3.  Refused 
I5 Over the last 12 months have you had any CASUAL male 
sexual partner? 
Waswe iu garem eni man fren wea hem no turu wan blong iu, 
insaet 12 mans go finish ia? 
1.  Yes 
2.  No 
3.  Refused 
I6 For how many children are you the natural father? 
Hao meni pikinini nao iu garem [excluding adopted children]? 
Number:____________ 
I7 Have you had any difficulty-fathering children? 
Waswe iu faedem hem no isi fo garem pikinini? 
1.  Yes 
2.  No 
3.  Refused 
I8 Have you ever tried but been unable to have children with any 
current or previous partner? 
Waswe iu traem fo wakem eni pikinini wetem waef blong iu 
dis taem o eni wan bifo bat utufala no save garem? 
1.  Yes 
2.  No 
3.  Refused 
I9 Have you ever had medical tests or seen a doctor for fertility? 
Waswe iu tekem eni medical tests o lukim eni dokita long hao 
fo garem pikinini? 
1.  Yes 
2.  No 
3.  Refused 
I10 Would you be concerned if you were unable to father children 
in the future? 
Waswe bae iu wori sapos iu no garem eni pikinini long taem 
bae hem kam yet? 
1.  Yes 
2.  No 
3.  Refused 
I11 Have you ever had a vasectomy? 
Waswe iu kate nao fo iu stop wakem pikinini? 
1.  Yes 
2.  No [if no skip to J] 
3.  Refused 
I12 Have you ever regretted having a vasectomy? 
Waswe iu fil sore fo iu kate fo stopem wakem pikinini? 
1.  Yes 
2.  No 








Section J: Male Sexual Dysfunction/Problems (IIEF) 
The questions asked in this section are being collected to help us understand men’s sexual 
satisfaction and sexual problems.  Please answer these questions as honestly and clearly as 
possible.   
J1 Over the last 4 weeks how often were you able to get an erection during sexual activity? 
Hao meni taems nao koko blong iu save stanap strong, insaet long 4 wiks go finis ia? 
No sexual activity; Almost always; Most time; Sometimes; A few times; 
Never  
J2 Over the last 4 weeks when you had erections with stimulation, how often were your 
erections hard enough for penetration? 
Insaet long 4 wiks go finis ia, taem koko blong iu stanap, hao meni taems nao hem strong 
gud fitim fo iu slip wetem eni wan? 
No sexual stimulation; Almost always; Most time; Sometimes; A few times; 
Never 
J3 Over the last 4 weeks when you attempted sexual intercourse how often you were able to 
penetrate (enter) your partner? 
Insaet long 4 wiks go finsi ia, taem iu laek slip wetem seksin/misis, hao meni taems nao iu 
save sex o enterem patna/missi blong iu? 
Did not attempt intercourse; Almost always; Most time; Sometimes; A few 
times; Never 
J4 Over the last 4 weeks during sexual intercourse how often were you able to maintain your 
erection after you had penetrated (entered) your partner? 
Insaet long 4 wiks go finis ia, taem iu slip wetem patna/misis, waswe koko blong iu save 
stanap strong taem iu putim insaet? 
Did not attempt intercourse; Almost always; Most time; Sometimes; A few 
times; Never 
J5 Over the last 4 weeks during sexual intercourse how difficult was it to maintain erection 
to completion of intercourse? 
Insaet long 4 wiks go finis ia, taem iu slip wetem patna/misis, waswe iu faedem eni 
problem fo kipim koko strong kasim taem iu finis sex? 
Did not attempt intercourse; Extremely difficult; Very difficult; Difficult; Slightly 
difficult;  
Not difficult 
J6 Over the last 4 weeks how many times have attempted sexual intercourse? 
Insaet long 4 wiks go finis ia, hao meni taems na iu trae fo slip wetem patna/misis blong 
iu? 
No attempts; 1-2 attempts; 3-4 attempts; 5-6 attempts; 7-10 attempts; 11 + 
attempts 
J7 Over the last 4 weeks when you attempted sexual intercourse how often was it 
satisfactory for you? 
Insaet long 4 wiks go finis ia, hao meni taems nao iu hapi, taem iu trae fo slip wetem 
patna/misis blong iu? 
Did not attempt intercourse; Almost always or always; Most times; Sometimes; 
A few times; Never 
J8 Over the last 4 weeks how much have you enjoyed sexual intercourse? 
Insaet long 4 wiks go finis ia, hao nao filin blong iu taem iu slip wetem patna/misis blong 
iu? 
No intercourse; Very highly enjoyable; Highly enjoyable; Fairly enjoyable; Not 
very enjoyable 
Not enjoyable 
J9 Over the last 4 weeks when you have sexual stimulation or intercourse how often did you 
ejaculate too quickly? 
Insaet long 4 wiks go finis ia, hao meni taem nao iu save bosta quick taem, taem iu slip 
wetem patna/misis blong iu? 
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No sexual intercourse or stimulation; Always; Most times; Sometimes; A few 
times; Never 
J10 Over the last 4 weeks, when you had stimulation or intercourse, how often did you have 
the feeling of orgasm/climax with or without ejaculation? 
Insaet long 4 wiks go finis ia, hao meni taems nao iu garem filin blong orgasm/climax [swit 
filin] wetem o wit aotim taem iu bosta (taem releasem sperm), taem iu slip wetem 
patna/misis blong iu?  
No sexual intercourse; Always; Most times; Sometimes; A few times; Never 
J11 Over the last 4 weeks, how often have you felt sexual desire?  
Insaet long 4 wiks go finis ia, hao meni taems nao iu save garem filin for slip wetem 
patna/misis? 
Always; Most times; Sometimes; A few times; Almost never/Never 
J12 Over the last 4 weeks, how would you rate your level of sexual desire? 
Insaet long 4 wiks go finis ia, hao na bae iu save sikelem levol blong filin blong iu fo slip 
wetem patna/misis? 
Very high; High; Moderate; Low; Very low 
J13 Over the 4 weeks, how satisfied have you been with your overall sex life? 
Hao fil gud nao iu long evri taem iu slip wetem patna/misis blong iu, insaet long 4 wiks go 
finis ia?  
Very satisfied; Moderately satisfied; About equally satisfied and dissatisfied; 
Moderately dissatisfied 
Very dissatisfied 
J14 Over the last 4 weeks, how satisfied have you been with your sexual relationship with 
your partner? 
Hao nao iu fil long sexol rilesonsip blo iu wetem patna/misis blong iu, insaet long 4 wiks 
go finis ia? 




J15 Over the last 4 weeks, how do you rate your confidence that you could get and keep an 
erection? 
Insaet long 4 wiks go finis ia, hao na bae iu sikelem ting ting strong blong iu fo kipim nao 
penis/koko fo stanap strong? 
Very high; High; Moderate; Low; Very low 
Attitudes and beliefs about sexual dysfunction 
J16 How much does sexual dysfunction concern you? 
Waswe bae iu wari sapos iu garem eni wan long oketa sexsol problems iumi tok long hem 
finis ia? 
Not concern at all; Slightly concerned; Moderately concerned; Very concerned; 
Don’t know; Refused 
 
J17 If any man said ‘YES’ to any of the questions; ask: have you 
talked to any person about the problem you mentioned 
today? 
Waswe iu tok wetem eni wan long eni problem iu talem mi 
todei? 
1. Yes  
2. No 
 If ‘Yes’, which person or people: 
If yes, who na iu tok wetem: 
 Wife or partner 
 Close friend 
 Male relative 
 Female relative 
 Doctor or health worker 
 Other. 
Section K: Health seeking behaviour 
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I would like to ask you a few questions about your health seeking practice. 
K1 Have you ever spoken to a doctor or health care worker about 
treatment for any sexual or reproductive health problems? 
Waswe iu tok wetem eni dokita o waka man blong helt long 
eni meresin fo sexol o reprodactiv helt problems? 
1: Yes,  
2: No 
K2 In the past, have you wanted to get professional help for 
these types of problems, but did not? 
Lo bifo, waswe iu laek fo tekem professional help fo oketa 
sexol problems bat nomoa? 
1: Yes, 
2: No 
K3 If yes, why did you not ask for professional help? 
Sapos iu se yia, why nao iu no askem eni waka man blong helt fo hem helpem 
iu?.................................................................. 
 
K4 If you had sexual or fertility problems in the future, where would you get advice or 
information?  
Waswe sapose iu garem problem for slip wetem patna/misis long bed o problem fo 
mekem baby long time babae hem kam yet, wea nao babae iu save tekem eni stori blong 
problem ia fo helpim iu? 
1.  Doctor/Nurse; 2.  Media; 3.  Internet; 4.  Friend; 5.  Wife/girl-friend; 6.  
Pharmacy shops 
7.  Family member; 8.  No one 
K5 Have you ever have a penile injection from a doctor or clinic? 
Waswe eni taem iu tekem eni nila lo penis long eni dokita o 
long eni klinic? 
1.  Yes 
2.  No [skip to K7] 
K6 Were you happy with the outcome of the treatment? 
Waswe iu hapi wetem meresin iu tekem ia? 
1.  Yes 
2.  No 
K7 Have you used Viagra, Cialis or other similar drugs to improve 
your sexual performance? 
Waswe iu usim ani meresin osem Viagra o nara meresin fo 
helpem iu fo duim gud long bed saet? 
1.  Yes 
2.  No [skip to K9] 
K8 Were you happy with the outcome of the treatment? 
Waswe iu hapi wetem meresin iu tekem ia? 
1.  Yes 
2.  No [skip to K10] 
K9 Have you used any kastom medicine to improve your sexual 
performance? 
Waswe iu usim eni kastom meresin fo helpem iu fo duim gud 
long bed? 
1.  Yes 
2.  No [skip to L1] 
K10 Were you happy with the outcome of the kastom treatment? 
Waswe iu hapi wetem kastom meresin iu tekem ia? 
1.  Yes 
2.  No 
 
Section L: About the survey 
L1 Do you feel you were able to respond openly in this survey? 
1.  Completely open; 2.  Moderately open; 3.  Not very open; 4.  Not open at all 
L2 Did any of the questions in this survey offend you? 
 
1.  Yes 
2.  No [skip to L4] 
L3 If so, which ones were they? List the question number: 
 
L4 Did some of the questions, I asked in the survey upset you? 1.  Yes 
2.  No [skip to L6] 
L5 If so, which ones were they?  
L6 Do you feel comfortable answering the questions in the 
survey? 
1.  Yes 
2.  No 
 
Thank you for completing this survey.   
Please speak to a doctor or nurse if you are experiencing any problem with your reproductive 
organs, as many reproductive and sexual health problems can be treated successfully. 














APPENDIX G: CONSENT FORM 
 
PARTICIPANT INFORMATION FOR QUT RESEARCH PROJECT 
– Survey – 
Reproductive health problems facing men in Honiara, Solomon Islands 
Solomon Islands Ethics Approval Number: HRC 14/01; QUT Ethics Approval Number 1400000073 
 
RESEARCH TEAM  
Principal 
Researcher: 
Paraniala Silas C Lui PhD Candidate 
Associate 
Researchers: 
Prof Michael Dunne Principal Supervisor  
 Prof Philip Baker Associate Supervisor 
 
 School of Public Health and Social Work, Queensland 
University of Technology (QUT) 
 




The purpose of this research study is to improve knowledge of reproductive health difficulties, sexual 
behavior problems and expectations of healthy sexual life as well as access to appropriate services 
among men in the Solomon Islands. 
 
The leader of this study is Paraniala Silas C Lui, a research student from the Solomon Islands studying 
at the Queensland University of Technology, Brisbane, Australia.  The aim is to gain a better 
understanding of the reproductive health problems faced by men in the Solomon Islands so as to 
improve health services.  You have been selected randomly from among men aged 18 years and over 
in this community. 
 
This information sheet explains the purposes of this study and this will help you to decide whether or 
not to take part.  
 
PARTICIPATION 
Participation will involve complete a confidential one-one interview that will take approximately 30-
40minutes of your time.  In this study, you will be asked questions about men’s reproductive health.  
These questions assess your general health, signs and symptoms of prostate cancer and problems with 
sexual function. The interview also includes questions about general life style and stressful life 
experiences.  Finally you will be asked about your views on sexual health services.   
 
Your participation in this project is entirely voluntary. If you agree to participate, you do not have to 
answer any question(s) you are uncomfortable answering. Your decision to participate or not 
participate will in no way impact upon your current or future relationship with QUT. If you do agree to 
participate you can withdraw from the project at any time without comment or penalty. Any 
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identifiable information already obtained from you will be destroyed. However, as the survey is 
anonymous once it has been submitted it will not be possible to withdraw. The interview will be held 
in private and if there is any interruption, the interviewers are trained on how to terminate the 
interview until privacy can be assured. 
 
EXPECTED BENEFITS 
It is expected that this project will not directly benefit you. However, it may benefit the Ministry of 
Health and men in the Solomon Islands by providing evidence to improve health services. 
 
RISKS 
You may experience some discomfort or inconvenience due to disclosing sensitive personal 
information. It is important to note that the researchers are professional health care workers in the 
Solomon Islands and the conduct of this research study is guided by the Ethical conduct of research by 
the Solomon Islands National Health Research and Ethics, and QUT Human Research Ethics Committee 
in Australia.  Furthermore, the researchers are Solomon Islander men who are familiar with the 
Solomon Islands culture and protocols.   
 
The social services at the Ministry of Health and Medical Services (MHMS) provides for limited free 
counseling for issues relating to males’ sexual and reproductive health.  Should you wish to access this 
service please contact the social services unit of the MHMS on Phone: +677 20686.  Please indicate to 
the receptionist that you would like to talk to the counseling officer. 
 
PRIVACY AND CONFIDENTIALITY 
All comments and responses are confidential and will be managed in a secure way.  The names of 
individual persons are not required in any of the responses.  Any information collected as part of this 
project will be stored securely as per QUT’s Management of research data policy. 
 
CONSENT TO PARTICIPATE 
As all the participants are 18 years or over, verbal participation is sufficient to show consent. 
 
QUESTIONS / FURTHER INFORMATION ABOUT THE PROJECT 
If have any questions or require further information please contact one of the research team members 
below. 
 
Paraniala Silas C Lui  Prof Michael Dunne  
+677 7863900; paranialasilascelebi.lui@student.qut.edu.au 
+61 7 3138 3928; 
m.dunne@qut.edu.au 
 
CONCERNS / COMPLAINTS REGARDING THE CONDUCT OF THE PROJECT 
QUT is committed to research integrity and the ethical conduct of research projects.  However, if you do have any 
concerns or complaints about the ethical conduct of the project you may contact the QUT Research Ethics Unit 
on +61 7 3138 5123 or email ethicscontact@qut.edu.au. The QUT Research Ethics Unit is not connected with the 
research project and can facilitate a resolution to your concern in an impartial manner. 










































Note: The stars indicated areas where the survey was conducted. 
